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Abstract 
The Relationship Between Posttraumatic Stress Disorder and Criminal Convictions in Female Offenders: Is 
Substance Use a Mediator or Moderator? 
Jennifer Margaret Whitehouse-Yarnell 
Richard E. Redding, J.D., Ph.D. 
 
 
Objective: While posttraumatic stress disorder (PTSD) and substance use disorders (SUDs) are the most 
prevalent psychiatric conditions among female offenders, little is known about the interaction of these 
disorders or their role in the criminal behavior patterns of women. Moreover, in spite of the growing 
demand for services to address the needs of incarcerated women, particularly those with PTSD, SUDs, or 
both, resources for treatment remain sparse. The purpose of this study was to examine the comorbid 
interaction of PTSD and SUDs and their relationship to the frequency and severity of criminal behavior in 
women offenders. This study, which was based on the self-medication hypothesis, examined the mediating 
and moderating role of SUD symptom severity in the relationship between PTSD symptom severity and the 
frequency and severity of convictions for offenses.  Method: Criminal records were used to determine the 
frequency and severity of crime and self-report measures were used to assess PTSD symptom severity, 
SUD symptom severity, and overall psychological distress. Fifty-five female offenders from a county 
prison in Southeastern Pennsylvania participated in the study. Multiple regression analyses were used to 
evaluate the mediating and moderating role of SUD symptom severity. Results: Although significant 
correlations were found among all the variables, SUD symptom severity did not serve as a mediator or 
moderator of the relationship between PTSD symptom severity and criminal behavior as measured by the 
frequency and severity of convictions for offenses. However, these results should be interpreted in light of 
the study’s limitations, which include the small sample size and the method by which the frequency and 
severity of criminal behavior was measured. 
  
 
 
 
 1
Introduction 
Over the past two decades there has been a dramatic increase in the number of females in the jails 
and prisons of the United States. In fact, women are the fastest growing segment of the criminal justice 
system. According to a report from the Bureau of Justice Statistics (U.S. Department of Justice, Bureau of 
Justice Statistics 1999), approximately 3.2 million women were arrested in 1998, representing 22% of all 
arrests made that year. These arrests resulted in more than 950,000 women incarcerated or placed on 
probation by the U.S. correctional system, with approximately 85,000 confined in state or federal prisons. 
These statistics reflect a substantial increase compared to arrest and incarceration rates of women 10 to 20 
years ago, with a significantly larger proportion of adult women having some involvement with the 
criminal justice system. Between 1985 and 1998, the rate of women confined in state or federal prisons 
increased by 238%, from 1 woman in 4,167 imprisoned in 1985 to 1 woman in 1,230 imprisoned in 1998.  
During that 13-year period, the per capita rate of women in jails also nearly doubled (U.S. 
Department of Justice, Bureau of Justice Statistics, 1999). Furthermore, the incarceration rate for women is 
growing at a considerably faster pace than that of men. The rapid growth of women in prison has been 
attributed primarily to changes in the drug use patterns during the past two decades. More specifically, 
these patterns include the increase in cocaine and crack addiction among females and the use of prostitution 
as well as other criminal behavior to support access to these substances (Chesney-Lind, 1997). These 
changes in drug use patterns, as well as the movement toward harsher sentencing for drug-related offenses, 
have resulted in more women going to prison for drug-related offenses.  For example, between 1990 and 
1996, felony convictions among women in the state court system increased by 44%, a growth rate 2.5 times 
greater than that of male defendants (U.S. Department of Justice, Bureau of Justice Statistics, 1999). 
Not only are women the fastest growing segment of the criminal justice system, but they present 
with unique characteristics separate from those of men. The profile that emerges in the literature is that of a 
young, poorly educated, single mother with few marketable job skills (Widom, 2000; U.S. Department of 
Justice, Bureau of Justice Statistics, 1999). Women offenders generally come from more disordered 
backgrounds in that their families are marked by alcoholism, drug addiction, mental illness, erratic use of 
authority, and abandonment. Women are also more likely to come from single-parent homes and have 
greater difficulties in their interpersonal relationships with family and peers. As a result of these factors, 
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incarcerated women typically have a history of unmet social, educational, health, and economic needs 
(Freudenberg, Wilets, & Green, 1998).  
Psychiatric morbidity is very common among women in this population, as 64%-80% meet 
criteria for a psychiatric disorder at some period in their lifetime (U.S. Department of Justice, Bureau of 
Justice Statistics, 1999). Another prominent area that speaks to the unique characteristics of this population 
is the degree to which women offenders abuse substances. Compared with male offenders, women in prison 
generally report heavier and more frequent drug use, including greater use in the month before their offense 
and a greater likelihood of using drugs at the time of the offense (U.S. Department of Justice, Bureau of 
Justice Statistics, 1999). It is possible however, that the most universal experience among incarcerated 
women is a history of exposure to traumatic events.  Research on female prison and jail inmates has found 
that an exceedingly high percentage of this population, between 77% and 90%, have a history of some type 
of traumatic exposure (Browne, Miller, & Maguin, 1999; Cauffman et al., 1998; Zlotnick, 1997).  
Although there are a number of theories that attempt to explain the etiology of female criminal 
behavior, there are still unexamined factors within the literature of correctional psychology that contribute 
to the current conceptualization or clinical profile of these women. As indicated above, psychiatric 
morbidity is indeed very common among incarcerated women. In addition, a remarkably high percentage of 
women offenders have experienced trauma at some point in their life and also have existing substance use 
problems. Not surprisingly, Substance Use Disorders (SUDs) and Posttraumatic Stress Disorder (PTSD) 
have been documented as the most prevalent clinical disorders among this population. When compared 
with the general population of women in the United States, incarcerated women are substantially more 
likely to have a SUD or PTSD related symptomotology. Teplin et al. (1996) reported that rates of PTSD 
among incarcerated women are three times higher than rates of PTSD reported in a community sample of 
women. Prevalence rates of SUDs are even more discrepant when compared with the general population. 
Teplin et al. (1996) contrasted their findings with data from the Epidemiologic Catchment Area Study  
(Robins & Reiger, 1991) and found that incarcerated women were at least six times more likely to have an 
alcohol use disorder, and at least seven times more likely to have a drug use disorder. The comorbid 
diagnosis of PTSD and SUD has been well documented in the general population and also been recognized 
as prominent in the population of female offenders (Zlotnick, 1997).   
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Despite this high occurrence among the female offender population, very little data have been 
reported in the research regarding the implications of the comorbid interaction of SUDs and PTSD related 
symptomotology on criminal behavior. Moreover, in spite of the growing demand for services to address 
the needs of incarcerated women, particularly those with PTSD, SUD, or both, resources for treatment 
remain sparse. Currently, there are no empirically validated treatments to address comorbid SUD and 
PTSD in this population, despite the fact that there is some evidence to suggest that treatment of women’s 
prior victimization may help lower recidivism rates (Browne et al. 1999).  
The absence of targeted treatment programs addressing the needs of female offenders with PTSD 
and SUDs may in part be attributed to the lack of research examining the specific factors that contribute to 
their criminal behavior. As so many women in the criminal justice system experience both of these 
disorders, it seems relevant to devise treatment programs that address this unique combination rather than 
treat them as separate problems. This study is a preliminary step in providing insight into the complex 
nature of the dual diagnosis of SUD and PTSD. Moreover, this study sought to demonstrate that the 
interaction of SUD and PTSD symptomotology indeed impacts the criminal behavior of women, 
specifically in terms of the frequency and severity of criminal activity. The ultimate goal, however, was to 
extricate the complexity of why women offend and to work toward designing appropriate treatment 
approaches for this population.   
This study suggested that there was a complex and interconnected relationship among women’s 
traumatic experiences, substance use, and criminal behavior. This investigation was based on the self-
medication hypothesis, which states that following an overwhelming traumatic experience, the survivor 
turns to drugs or alcohol to treat distressing symptoms of PTSD (Khatzian, 1985). Substances are used 
specifically to manage those PTSD symptoms associated with modulating or regulating negative affective 
responses. Some of these responses to trauma include anger, aggression toward others, and chronic self-
destructive or suicidal behaviors (Van der Kolk, Pelcovitz, Roth et al., 1996). In other words, substances 
are used as a form of avoidance or as a numbing strategy to cope with distressing emotional states.  A 
woman’s comorbid substance related disorder can lead to criminal involvement to obtain drugs, as well as 
lead to excessive risk-taking behavior stemming from past victimization, which ultimately may increase her 
risk for arrest (i.e., prostitution, illegal drug use or sales) (Khantzian, 1985). 
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   This study had two objectives. The first was to investigate the prevalence rates of PTSD and 
SUD symptomotology in a sample population of female offenders, and the second was to examine the 
relationship of those disorders to criminal behavior patterns. The following first and second order 
hypotheses were addressed:  
First-Order Hypothesis: 
 There is a relationship between PTSD and SUD symptom severity, and the frequency and severity 
of female criminal behavior. 
Second-Order Hypotheses: 
1.) There is a relationship between PTSD symptom severity and SUD symptom severity, and the 
frequency of criminal behavior. The aim of this hypothesis is to determine whether SUD symptom 
severity mediates or moderates the relationship between PTSD symptom severity and the 
frequency of criminal behavior. 
2.) There is a relationship between PTSD symptom severity, SUD symptom severity, and the severity 
of criminal behavior. The aim of this hypothesis is to determine whether SUD symptom severity 
mediates or moderates the relationship between PTSD symptom severity and the severity of 
criminal behavior. 
 Chapter One of the literature review begins with a discussion of the unique sociodemographic 
characteristics of women offenders as reported by the U.S. Department of Justice. Chapter One also 
discusses the types of offenses that lead to their incarceration which are distinctively different from their 
male counterparts.  
Chapter Two presents the theories that historically have sought to explain the etiology of female 
criminal behavior. Although these theories explored environmental and sociodemographic factors of female 
offending patterns, they did not discuss the factors that are the primary focus of this investigation. These 
theories did not account for the high percentage of women who had a history of traumatic experiences, 
substance abuse, psychiatric morbidity, and most importantly high rates of SUD and PTSD. The conclusion 
of this chapter introduces the movement within the criminal justice system to consider these factors as 
important characteristics in the study of women offenders.  
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Chapter Three discusses the specific patterns of substance abuse and the types of traumatic 
experiences reported by female offenders. This chapter focuses on the current research regarding the 
relationships among women’s traumatic experiences, substance use, psychiatric morbidity and criminal 
behavior. Studies of female juvenile delinquents were incorporated in this discussion as they provide 
further background history and insight into the developmental role of juvenile delinquency prior to adult 
offending behavior.    
 Chapter Four concentrates on PTSD and SUDs in detail as well as the implications of these 
disorders on female offenders.  Although PTSD and SUDs are the most prevalent disorders among women 
offenders, little research has been conducted examining the co-occurrence of these disorders and their role 
in criminal behavior. There is, however, documentation of the comorbid diagnosis in the general 
population, which will also be presented in this section. This chapter is intended to raise the following 
question:  If not all women who have a history of victimization, a substance abuse issue, or a comorbid 
diagnosis of PTSD/SUD commit crimes, then what makes women offenders who have these similar 
characteristics engage in criminal activity?    
Chapter Five presents the self-medication hypothesis as an alternative theory that suggests the 
interaction of PTSD and SUD symptoms has an impact on the criminal behavior of women. 
 Chapter Six presents the methodology of this study. This chapter includes a description of the 
procedures as well as the measures used in to measure PTSD severity, SUD severity, overall psychological 
distress, and the frequency and severity of criminal behavior. 
Chapter Seven reports the results of the mediation and moderation analyses. Chapter Eight 
discusses the implications of the results as well as the limitations of the study and directions for future 
research. 
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1. CHAPTER ONE: Characteristics of Women Offender 
The following presents the most current sociodemographic information from the Bureau of Justice 
Statistic’s (BJS) Report of women offenders in the United States. The Bureau of Justice Statistics Special 
Report on Women Offenders, published in December of 1999 by the U.S. Department of Justice, was based 
on statistics obtained from several sources. One source was the National Crime Victimization Survey 
(NCVS), which gathered data on criminal victimization from a national sample of household respondents 
(age 12 or older), and subsequently provided annual estimates of crimes experienced by the public as well 
as its consequences. The NCVS provided five years of data from 1993 to 1997. The Uniform Crime 
Reporting Program (UCR) was also utilized. The UCR, which included a supplementary homicide report, 
examined the issue of crime and violence committed by women offenders through a compiled summary of 
nationwide incidents of arrests. State Court Processing Statistics and the National Judicial Reporting 
Program also contributed statistical data to the BJS Report. In addition, other sources included the National 
Prisoner Statistics and the National Corrections Reporting Program. These sources reported the number of 
prisoners nationally and on a state level, and the number of admissions, releases, paroled inmates, and 
discharges, respectively. The information from this report clearly illustrated that women offenders typically 
have a history of unmet social, educational, health, and economic needs, and they came from stressed 
family backgrounds. Moreover, the report presented that a strikingly high percentage of these women had 
mental health issues, experienced trauma as children and adults, and entered the correctional system with 
an existing substance abuse problem. 
1.1 Age and Race 
 According to the BJS surveys of federal and state prison inmates in 1999, the typical female 
inmate was over the age of 30 and a member of a racial or ethnic minority. More specifically, women in 
prison, both state and federal, are older than their counterparts in local jails or those under probation 
supervision. Although 1 in 5 women on probation or in local jails are under age 25, 1 in 8 state prisoners 
and 1 in 11 federal prisoners are of this age. Nearly a quarter of federal prison inmates are at least 45 years 
old. In terms of race, nearly two-thirds of those confined in local jails and state and federal prisons are in a 
minority group (i.e., Black, Hispanic, and other races). Women of Hispanic origin account for about 15% 
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of women in state prisons and 32% of female prisoners in federal custody. Women of Black origin account 
for about 48% of female prisoners in state prisons and 35% of female prisoners in federal custody.  
1.2 Marital Status and Children 
 The 1999 BJS survey reported adult women under correctional care, custody, or control are 
significantly more likely than the equivalent general population to have never been married. Nearly half of 
the women in both state prisons and local jails have never been married. Approximately 7 in 10 women 
under correctional care have minor children under the age of 18. An estimated 72% of women on 
probation, 70% of women held in local jails, 65% of women in state prisons, and 59% of women in federal 
prisons have young children.  
1.3 Education and Socioeconomic Status 
 The majority of women involved with the justice system, as indicated by the 1999 BJS survey, are 
at least high school graduates. An estimated 60% of those on probation, 55% of those in local jails, 56% of 
those in state prisons, and 73% of those in federal prisons have completed high school, and 30% to 40% of 
high school graduates have attended some college or more. Female prisoners generally had more difficult 
economic circumstances than male inmates prior to entering prison. About 4 in 10 women in state prison 
reported that they had been employed full-time prior to their arrest. By contrast, nearly 6 in 10 male 
inmates had been working full-time prior to their arrest. About 37% of women and 28% of men had 
incomes less than $600 per month prior to arrest. Although just fewer than 8% of male inmates received 
welfare assistance prior to arrest, nearly 30% of female inmates reported receiving welfare assistance at the 
time just before their arrest. 
1.4 Family Background 
 The BJS survey also revealed that most inmates had experienced multiple family problems. More 
than half of the women had grown up without both parents; 39% had lived with their mother, 3% had lived 
with their father, 16% had lived with neither parent, and 17% had lived in a foster home or an institution at 
some point during their childhood. In addition, 47% of the women had at least one immediate family 
member who had been incarcerated, 35% of whom were siblings, and one-third reported a parental history 
of drug or alcohol abuse.  
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1.5  Drug and Alcohol Use 
 The BJS reported that about half of women offenders confined in state prison had been using 
alcohol, drugs, or both at the time of the offense for which they had been incarcerated.  Among these 
women offenders, drug use at the time of the offense was reported more often than alcohol use. This was a 
different pattern from that found among male offenders in state prisons. On every measure of drug use 
(ever used, using regularly, using in month before the offense, and using at time of offense) women 
offenders in state prisons reported higher usage. Forty percent of women inmates compared to 32% of male 
inmates had been under the influence of drugs when the crime occurred. By contrast, every measure of 
alcohol use was higher for male inmates than for female inmates. An estimated 25% of women on 
probation, 29% of women in local jails, 29% of women in state prisons, and 15% of women in federal 
prisons had been consuming alcohol at the time of the offense. Just over half of women confined in state 
prisons reported drinking alcohol in the year before the current offense compared to two-thirds of male 
offenders in state prisons. Daily drinkers accounted for about 25% of female inmates and 29% of male 
inmates. At the time of the offense, 29% of women offenders and 28% of male inmates had been under the 
influence of alcohol. About 6 in 10 women in state prisons described themselves as using drugs in the 
month before the offense, 5 in 10 described themselves as daily users of drugs, and 4 in 10 were under the 
influence of drugs at the time of the offense. Nearly 1 in 3 women serving time in state prisons said they 
had committed their offense to obtain money to support their need for drugs. 
1.6  History of Abuse 
 Rates of sexual or physical abuse among women offenders are approximately two to three times 
higher than the rates for men. Substance use was more prevalent among abused inmates than those who 
reported no prior abuse. Specifically, according to the BJS Report of Prior Abuse by Inmates and 
Probationers (April, 1999), 19% of state prison inmates, 10% of federal inmates, and 16% of those in local 
jails or active probation reported to interviewers they had been physically or sexually abused before their 
current sentence. Between 6% and 14% of male offenders reported they had been abused sexually or 
physically before the age of 18, and between 23% and 37% of female offenders reported they had been 
abused before the age of 18. Moreover, between 7% and 16% of male inmates reported abuse sometime 
during their lives while between 40% and 57% of white female inmates reported abuse.  However, another 
 9
BJS report indicated higher rates of abuse reported by women offenders. The December 1999 publication 
of Women Offenders reported that 44% of women under correctional authority reported they were 
physically or sexually assaulted at some time during their lives and 69% of women reported an assault 
occurring before the age of 18.  
 The BJS Report of Prior Abuse by Inmates and Probationers reported that illegal drug use and 
regular drinking were more common among state prison inmates who reported abuse than among those 
who said they were not abused. An estimated 76% of abused men and 80% of abused women had used 
illegal drugs regularly, compared to 68% of men and 65% of women who had not been abused. About 69% 
of abused men and 58% of abused women reported drinking regularly in their lives, compared to 60% of 
men and 38% of women who were not abused. Abused state inmates were more likely than those reporting 
no abuse to have been using alcohol or illegal drugs at the time of their offense. This pattern occurred 
especially among female inmates. Forty-six percent of the abused women committed their current offense 
under the influence of illegal drugs, and 33% under the influence of alcohol. Among women who were not 
abused, 32% committed their offense while on drugs and 24% while drinking.  
1.7 Mental Health Issues 
 Women offenders are more likely than men to be mentally ill as well as have a history of physical 
and/or sexual abuse. The BJS reported that in 1998, an estimated 283,800 mentally ill offenders were 
incarcerated in the nation’s jails and prisons. Over three-quarters of mentally ill inmates had been 
sentenced to time in prison, jail, or probation at least once prior to the current sentence. Over 30% of male 
mentally ill inmates and 78% of female mentally ill inmates reported prior physical or sexual abuse. The 
findings of this report are based on the 1997 survey of inmates in local jails and the 1995 survey of adults 
on probation. In each survey, offenders were selected through nationally representative samples and were 
asked a series of mental health questions. Respondents were asked if they have a mental or emotional 
problem, and whether they had ever received treatment for a mental or emotional problem, other than 
treatment related to drug or alcohol abuse. For this report, offenders were identified as mentally ill if they 
met one of the following criteria: they reported a current mental or emotional condition, or they reported an 
overnight stay in a psychiatric hospital or treatment program. The prevalence of mental illness varied by 
gender, with females reporting a higher rate of mental illness than males. Twenty-four percent of female 
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state prison and jail inmates as well as 22% of female probationers were identified as mentally ill, 
compared to 16% of male state prison and jail inmates and 15% of male probationers. The highest rate of 
mentally ill inmates was among females in state prison (29%). Nearly 4 in 10 white females age 24 or 
younger were mentally ill. Mentally ill male state inmates were more than twice as likely as other male 
inmates to report physical abuse prior to admission to prison (27% versus 11%) and nearly four times as 
likely to report prior sexual abuse (15% versus 4%). Among male inmates, 25% of the mentally ill in 
federal prisons or jails reported prior physical abuse. The rate of physical abuse reported by mentally ill 
female inmates was over twice that reported by males. Nearly 70% of mentally ill female state prisons, 
50% of female federal prisoners, 60% of female jail inmates, and 47% of female probationers reported a 
history of physical abuse. Nearly 60% of female mentally ill state prisoners, 45% of female mentally ill 
federal prisoners, 63% of female mentally ill jail inmates, and 42% of female mentally ill probationers 
reported sexual abuse.  Female mentally ill inmates were found to be more likely than male inmates to 
report treatment. Nearly 70% of mentally ill females in state prison, 77% of those in federal prison, and 
56% of those in jails received mental health services while incarcerated. Sixty percent of mentally ill males 
in state prison, 57% in federal prison, and 38% in jails reported treatment.  
1.8 Arrests and History of Convictions 
 In terms of statistics regarding number of arrests, the BJS reported that in 1998 there were an 
estimated 3.2 million arrests of women, accounting for about one-fifth of all arrests by law enforcement 
agencies. Women were about 17% of those arrests for what is referred to as Part I violent crimes (murder, 
rape, robbery, and aggravated assault), and 29% of those arrests for Part II or property crimes (burglary, 
larceny, and motor vehicle theft). An estimated 22% of all female arrests were of juveniles, which equates 
to approximately 700,000 juveniles. Juvenile female arrestees accounted for a higher percentage of women 
arrested for motor vehicle theft, liquor law violations, and vandalism. The number of arrests in 1998 
translates into about 1 arrest for every 22 female juveniles (age 10 to 17) and 1 arrest for every 42 adult 
women (age 18 or older). For Part I violent crimes, there was 1 arrest of a female juvenile for every 794 
girls in the general population, and 1 arrest of an adult female for every 1,099 adult residents. Larceny, the 
offense category with the most arrests, equaled about 1 arrest for every 105 girls under 18 and 1 arrest for 
every 337 women age 18 or older. The juvenile arrest rate for violent offenses in 1995 was about 2 times 
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the rate in 1985. However, juvenile rates have declined each year since 1995. By contrast, young adult 
female rates of arrest for violence have continued to rise with the 1997 rate at approximately 80% above 
the rate a decade earlier and at the highest level recorded.  
The crimes that most frequently result in women’s arrests are nonviolent and substance related. 
Drug offenses are presently the most common type of criminal behavior resulting in female incarceration. 
The BJS reported that three-fourths of women in federal prisons in 1998 were incarcerated for drug 
offenses; these convictions have increased dramatically in recent decades, and there were more than a 
quarter million female arrests, accounting for about 18% of all arrests for drug law violations (1 for every 
538 juvenile females and 1 for every 426 adult women). In 1986, 1 out of 8 female inmates in the state 
prison system was serving time for a drug offense and in 1991, 1 in 3 female inmates was serving time for 
this type of offense. Between 1990 and 1996, the rate of women’s drug possession convictions increased by 
41%, and drug trafficking convictions increased by 34%.   
 In terms of the contrast between adult females and adult males, The BJS reported about 65% of 
women confined in state prisons had a history of prior convictions; about 77% of men serving time in state 
prisons had a prior conviction record. Male inmates were twice as likely as female inmates to have had a 
juvenile record (38% versus 19%) and 7 out of 10 male inmates and 6 out of 10 female inmates had an 
adult history of convictions. About 1 in 6 women inmates and nearly 1 in 3 male inmates had criminal 
records spanning both their juvenile and adult years; male inmates had also acquired more convictions than 
women. Although a third of women prisoners had three or more prior convictions, and about 43% of male 
inmates had records containing at least three prior convictions, women in prison were substantially more 
likely than male inmates to have had a correctional status at the time of the offense which brought them to 
prison. About 1 in 3 women inmates had been on probation when their offenses occurred, compared to 1 in 
5 males. About 40 % of female first timers and 65% of male first timers serving a prison sentence had been 
convicted of a violent offense. This translates into about 20% of all women inmates and 8% of all male 
inmates incarcerated in state prisons nationwide as offenders serving their first sentence after conviction for 
a nonviolent crime. 
1.9 Recidivism 
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 The BJS also reported recidivism prevalence rates based on their 1999 survey. Overall, about 45% 
of women for whom parole supervision was ended in 1996 were returned to prison and had absconded. 
Women successfully discharged from parole supervision had spent an average of 15 months of their 
sentence in prison and 20 months under supervision in the community. Unsuccessful female parole 
discharges had spent an average of 17 months in prison and 18 months under community supervision prior 
to termination. A 3-year follow-up of a sample representing 109,000 persons (6,400 females among them) 
discharged from prisons in 11 states in 1983 found that 52% of the women were rearrested. An estimated 
39% of women discharged from prisons were reconvicted within 3 years and 33% were returned to prison. 
Prior arrest history was an important predictor of post-prison recidivism. Among women with only one 
arrest for which they had been imprisoned, 21% were rearrested within three years. Among women with 2-
3 prior arrests, 33% were rearrested; those with 4-6 prior arrests had a 47% rearrest rate. Among those with 
7-10 prior arrests, 69% were rearrested; and nearly 8 out of 10 women with 11 or more prior arrests were 
rearrested. 
1.10 Conclusion: Profile of the Typical Female Offender 
 Based on the statistics provided in this chapter, a profile of the typical female offender emerged. 
The majority of female prisoners are of a minority between the ages of 25 and 34 with Black, non-Hispanic 
women comprising the largest racial group. Most have a high school diploma, however they were 
unemployed at the time of their arrest. In addition, female inmates generally came from economically 
impoverished situations and were receiving welfare assistance. Most women were mothers who had never 
been married. The majority of women came from family backgrounds in which they grew up in a 
household without both parents and at least one member of their family had been previously incarcerated. 
Women offenders had higher rates of prior sexual or physical abuse as well as mental health issues than 
their male counterparts. Drug offenses were the single most common type of criminal behavior resulting in 
women’s incarceration, and about half of women offenders reported using alcohol, drugs or both at the time 
of their offense. Over half of women confined in the correctional system had a history of prior convictions. 
Furthermore, the incarceration rate for women has grown at a considerably faster pace than that of men. 
The next chapter provides the historical theories that attempt to explain the criminality of women, as well 
as provides explanations for the rise of criminal behavior in this population.
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2.  CHAPTER TWO: Historical Theories of Criminal Behavior in Women 
Much of the historical research regarding the criminality of women suggests there is a relationship 
between crime and environmental factors. Some examples of these environmental factors, which will be 
discussed in this section, include economic opportunity and societal attitudes toward women by a male 
dominant society. Examination of the literature, although limited, regarding the early history of the 
incarceration of women reveals a complex interaction of social, political, biological, and psychological 
factors experienced by women in the United States over the last two centuries. However, it appears to be 
evident that a number of aspects of women’s experiences have not been investigated, especially in relation 
to the rapidly increasing number of women offenders. This chapter presents the literature on the early 
history of the incarceration of women and includes a discussion of the current conceptualization of female 
offending behavior.  
2.1 Early History  
 The study of female criminal behavior was not an area of particular interest to researchers prior to 
the 1800’s. The lack of attention to this segment of the population could be explained partly by the fact that 
women offenders were few in number and partly that male criminologists were many in number as 
compared to their female counterparts (Sargent, Marcus-Mendoza, & Yu, 1993). In addition, Sargent et al. 
(1993) indicated that the small population of incarcerated women was confined in separate quarters within 
men’s prisons.  Furthermore, these authors reported that the environment in which the women were 
confined consisted of filthy conditions, overcrowding, and harsh treatment by prison administration.  
 By the early nineteenth century, the number of women in prison was growing at a rapid rate. 
Moreover, the reasons for their incarceration, as well as their experiences once in prison, were of concern 
to prison reformers (Freedman, 1981).  In The Sister’s Keepers (Adler, 1975), three conditions became 
more visible in the 1820s, which ultimately instigated the prison reform movement for women. First, most 
northern states adopted the prison as a primary means of punishing and minimizing criminal behavior. 
Second, a small, but significant, number of women became inmates of these prisons. Finally, middle-class 
American women, who were both motivated by benevolence and their growing awareness as a sex, became 
active in reform movements that brought them into contact with women already in prison or in other words, 
their imprisoned “sisters”  (Adler, 1975).  Adler further indicated there appeared to be a relationship 
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between changes in subjective attitudes instigated by the women’s movement, changing social roles of 
women, masculinization of female behavior, and changes in patterns of female offending. In other words, 
as women became more liberated they were more likely to take on male characteristics of being aggressive, 
pushy, and stubborn. Consequently, women learned to use crime as a means of acquiring success and 
wealth and therefore become more violent. Adler further asserted that as women became masculinized, 
their rates of committing both property and violent offenses would converge with male rates of offending 
(Adler, 1975). 
 Freedman (1981) suggested that the growing rate of incarcerated women between 1815 and 1860 
could be related to social change, mainly urbanization, and modern means of social control, such as urban 
police and moral reformers. Under these influences, “not serious crimes against persons or property, but 
unlawful personal behavior, mainly drunkenness, idle and disorderly conduct, and vagrancy, brought the 
majority of criminals of both sexes into the courts and prisons” (Freedman, 1981). Freedman stated 
however, the moral codes for women were stricter, and consequently, they were more likely to be convicted 
of such crimes. In addition, she indicated that fewer employment opportunities and lower wages for women 
resulted in economic marginalization, which appeared to increase the need for women to resort to criminal 
behavior, such as prostitution. This was especially true during wartime, when men were not available to 
support their families. Prostitution was often the most readily available means for women to support 
themselves, as well as provide for the needs of their children. Once convicted, or even suspected of a crime, 
a woman became even further marginalized. The penalty in the nineteenth century for the female offender 
was the label of “fallen women,” and men as well as women themselves, shunned anyone suspected of 
being a “fallen woman.”  Because of this stigma, the female prisoner was mainly disregarded and often 
subjected to “overcrowding, harsh treatment, and sexual abuse” (Freedman, 1981).  
 The stigma of the “fallen woman,” and the resulting attitude towards women, can be traced to 
European ancestors. According to Feinman (1980), in classical Greek, Roman, and medieval European 
history, the primary function of a woman was to provide heirs for her husband in order to continue his 
name and security of his property. Therefore, women who committed adultery could be executed because 
their unfaithful behavior would serve as a threat to the legitimacy of the heirs. In seventeenth century 
England, unwed mothers were imprisoned and their children became dependent on the parish. Moreover, 
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by the late 1600’s, both homeless women and mothers of several illegitimate children were being sent to 
the American colonies (Feinman, 1980).  
 In the late nineteenth century, Lombroso constructed a theory of criminology based on Social 
Darwinism. Lombroso theorized that women, nonwhites, and the poorer classes were less evolved than 
white, upper-class men, and therefore were more likely to violate the law. He further stated for a woman to 
commit crime, and deviate from the “normal path of maternity, piety, and weakness…her wickedness must 
have been enormous…”(Pollock-Bryne, 1990). This theory helped perpetuate the “fallen woman” notion 
mentioned above.  
 Lombroso and Ferrero published the first edition of The Female Offender in 1894. Within this 
literature, the authors compared women with no criminal history to women offenders who were observed in 
prisons specifically designated for women. The researchers recorded comparisons of physical features, such 
as: cranial capacities, facial anomalies, facial angles, and brain weights. It was concluded that these 
physical features and qualities could serve as a means to categorize the crimes women committed. For 
example, prostitutes were cited as having heavy lower jaws, large nasal spines, simple cranial sutures, deep 
frontal sinuses, and wormian bones (Lombroso & Ferrero, 1920). Furthermore, they concluded that all 
women with a deviant history could be identified by a higher percentage of physical defects. For example, 
criminal and “unstable characters” were assumed to possess excessive vanity, irritability, desire for 
revenge, and sexuality (Lombroso & Ferrero, 1920).  
 Other contemporaries of Lombroso looked at psychological variables in the etiology of female 
crime. In her book Women, Prison, and Crime, Pollock-Bryne (1990) cited Pollak (1950) and Griffiths 
(1895) who reported similar conclusions that female crime was due to psychological motives, such as: 
sexual repression, envy, jealousy, and vengeance. Griffiths (1895) further attributed psychological motives 
to female crime, especially “feminine rage,” which according to the author all women possessed but only 
some expressed in deviant behaviors.  
 Frances Kellor (1900ab), as cited in Pollock-Bryne (1990), measured and assessed the physical 
qualities of female prisoners, and then compared those qualities to a normal sample to replicate Lombroso’s 
work. She found that very few of Lombroso’s conclusions could be replicated. In comparison, naiveté 
proved to be a strong intervening factor according to Kellor, as did the social environment from which 
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women prisoners came. She concluded that the women’s life experiences and their predominately deprived 
backgrounds had much to do with their criminal activity. For example, Kellor indicated many offenders 
came from the “ranks of domestic service.”  To support her conclusions, Kellor reported that 
proportionally, women were employed in domestic service and their inadequate salaries propelled women 
to steal.  Moreover, workers who engaged in domestic service were typically unskilled and unable to do 
anything else. Finally, “domestic service was an easy route to prostitution, and employment bureaus were 
often procurement places for prostitution” (Kellor, 1900ab).  
 Another group of women investigators collected large amounts of information from women 
prisoners in the State Prison for Women at Auburn, New York, the New York Penitentiary, the New York 
Workhouse, and the New York Magdalen Home (Fernald, Hayes, & Dawley, 1920 as cited in Pollock-
Bryne, 1990). These authors collected case studies from women prisoners and compared their background 
histories. Two general causal factors were noted: poor economic background and the resulting 
impoverished home environment, and poor cognitive ability. They found that almost half the women 
studied had “defective strains” within their families. Examples of these “defective strains” included 
alcoholism, feeblemindedness, neuroticism, or sexual irregularities. This identification of genetic strains 
paralleled the Darwinian influence in criminology (Fernald et al., 1920).  
 According to Freedman (1981), to effectively help women offenders, women reformers had to 
dispel themselves from the long-held societal biases against “fallen women.” They had to become objective 
and identify both themselves and imprisoned women as being part of the same class. These early female 
reformers focused on the conditions that women inmates were subjected to, and they were ultimately 
largely responsible for the establishment of separate prisons for women.  
 During the Progressive Era, at the beginning of the twentieth century, women reformers turned 
their attention to the causes of female criminal behavior. These female reformers rejected Social 
Darwinism. They began to develop a sociological theory of female criminality that went against the 
concept of a physiological criminal type, examined the relationship of mental ability and crime, and argued 
for an economic interpretation of the etiology of women’s criminal behavior. (Freedman, 1981). Freedman 
reported many of the first women reformers actually conducted research in women’s prisons, and their 
endeavors subsequently facilitated a new theory of criminality, which provided a gradual shift from the 
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“fallen women” notion. This new sociological theory identified environmental sources of crime, including 
poverty, lack of education, and low-paying jobs. Consequently, it became apparent to reformers that 
prisons could not resolve the social and economic problems associated with women’s criminality. 
2.2 Current Conceptualization of Women and Crime  
 During the 1950s and 1960s, explanations continued to concentrate on the background of the 
female offender and her “feminine” traits. More research was conducted on female delinquents than on 
adult female offenders, thus many sources as presented in the following are directed at explaining 
delinquency rather than criminality. More often than male delinquents, female delinquents were said to 
come from more disturbed backgrounds and be at risk for psychiatric abnormality. Parental deprivation was 
theorized to be more detrimental to the female, resulting in her seeking male attention through promiscuity. 
This theory of deprivation of affection was also thought to be the cause of pseudofamilies and 
homosexuality in institutions. These theories were consistent with the idea that women are more prone to 
mental disorders than are males. Specifically, women’s “traits” such as emotionality, passivity, and 
excitability continued to be considered as abnormal and contributed to the belief that more psychiatric 
problems were present in females than their male counterparts (Pollock-Byrne, 1990).  
In addition, earlier theories that identified the relationship between crime and women’s biological 
processes, such as lactation, menstruation, and menopause, continued to be presented. For example, the 
new version of older theories identifying menstruation as a causal factor in crime became the premenstrual 
syndrome (PMS) defense. According to some theorists, women may commit crime while suffering from 
mood changes brought on by menstruation. It was suggested that females are more prone to violent acting-
out behavior and other types of deviance in relation to their menstrual cycle. This theory has been much 
criticized however in that women accept the common societal perception that they do act differently 
because of their menstruation and what is being measured is thus more likely to be women’s perception of 
different behavior patterns (Pollock-Byrne, 1990). Current research, however, has focused more on 
opportunity and socialization theories of which will be discussed in this section.     
 Similar to their earlier counterparts, modern theorists have continued to investigate the 
environmental explanations of women’s criminality as proposed by the Progressive Reformers. Economics 
is still at the center of most of the theoretic developments. According to Simon and Landis (1991), there are 
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four major theories of why women commit crimes. The first, based on the work of Adler (1975), is the 
masculinity thesis. Specifically, this thesis states that as women are liberated and assume more traditional 
male social roles, they acquire a greater tendency to assert themselves in typically male associated ways. 
They become more aggressive and obstinate. Adler (1975) stated the assumption of the times was “good 
girls are still those who maintain their allegiance to traditional social roles, while bad girls are those who 
act like men.” In other words, the increase in female offending behavior is equated with being 
“masculinzied.” The basis of this thesis can be recognized in the historical viewpoint offered by Freedman 
who reported women are being incarcerated because they do not adhere to the strict moral codes or social 
roles assigned to them (Freedman, 1981). 
 The second theory, the opportunity thesis, states as women acquire social position or status similar 
to men, their pattern of criminal behavior will also become like that of men. According to this theory, it is 
the woman’s place in the social structure, particularly within the occupation sphere, as well as the private 
and family sphere, that influences the nature of their criminal behavior. Thus, this thesis argues as the 
employment patterns of men and women become similar, so too will their patterns of employment related 
to crimes (Simon & Landis, 1991). Opponents of this thesis state women do not have the same employment 
opportunities as men, and further, those women are socialized differently than men are and therefore would 
not necessarily commit the same crimes. For example, Messerschmidt (1986) stated that a review of crime 
statistics actually revealed that the rise in crime is mainly among younger offenders who are not part of the 
upper class work force, and that the crimes being committed are not occupationally related, thereby 
discrediting the opportunity theory. He explained crimes such as shoplifting and fraud accounted for most 
of the rise in crimes committed by women (Messerschmidt, 1986). 
 The third view, the marginalization thesis, states the opposite assumption of the opportunity thesis. 
The marginalization thesis asserts that women commit crimes due to the lack of opportunities to make 
money. The proponents of the marginalization thesis contend the following: First, greater participation in 
the labor force does not necessarily mean more equality between the sexes and an improved economic 
situation for women. Second, the majority of female offenders, if employed at all, are concentrated in what 
was referred to by Simon and Landis as the “pink collar ghetto,” and their positions are characterized by 
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poor pay and unrewarding, unstable work. Finally, female crime, the majority of which is petty property 
crime, constitutes a rational response to poverty and economic insecurity (Simon & Landis, 1991).  
 Although the marginalization theory would imply that as women’s economic opportunities 
increase their property crime rate will fall, Simon and Landis point out that the reverse has occurred in that 
women are attaining more white-collar positions and committing more property crimes. According to 
Simon (1975), as women entered previously male occupations, such as banking and business, they would 
be exposed to the opportunities previously held by men. Thus, it would be expected that women would 
increase their representation in crimes such as embezzlement and theft. Furthermore, Simon explained that 
this newfound freedom might alleviate frustration and could lead in turn to a reduction in violent crime by 
women. However, according to Messerschmidt (1986) these two phenomenons are not necessarily 
connected.  
 Finally, the chivalry thesis states that in response to the women’s movement, the criminal justice 
system has lessened their leniency, or what has been termed as chivalry, toward women who commit 
crimes, creating the “if it is equality they want, it is equality they’ll get” mentality (Simon & Landis, 1991). 
However these authors point out that there is little evidence of chivalry in the court system, and that any 
favors granted are probably given to white, upper-class women. Since the typical female offender is not a 
white upper-class woman, chivalry probably does not have any significant impact on the crime rate among 
women (Simon & Landis, 1991). 
2.3 Changing Patterns of Incarceration in the United States and Recognition of Need for Research on 
Women in the Justice System: Focus on Substance Abuse, History of Traumatic Events, and 
Psychiatric Morbidity  
Since 1985, the nation’s prison and jail population has almost doubled on a per capita basis to over 
1.6 million as of 1995. Nearly 30% of this population is incarcerated in the three states of California, 
Texas, and New York (U.S. Department of Justice, Bureau of Justice Statistics, 1995). During the year of 
1995, the number of individuals in prison grew by over 72,000, an increase of 6.8%. The most significant 
increase during that ten-year period has been in the incarceration of women, which has nearly quadrupled 
(U.S. Department of Justice, Bureau of Justice Statistics, 1995). According to Ekstrand (2000), although far 
smaller in number than the total male inmate population, the female inmate population is growing at a 
 20
faster rate. From 1990 to calendar year-end of 1998, the annual rate of growth for the female inmate 
population averaged 8.5%, versus an average annual increase of 6.6% for male inmates. Moreover, from 
1990 to 1997, imprisonment rates for both female and male inmates showed similar but significant 
disparities by race and Hispanic origin. For example, in 1997, African American females were more than 
twice as likely as Hispanic females, and eight times more likely than Caucasian females, to be in prison 
(Elkstrand, 2000).  
 As the dramatic rise in the number of female inmates became known, there rose a need within the 
justice system to examine the specific characteristics and circumstances of this population that are 
distinctly different from those of men. In 1999, the Conference on Criminal Justice Research and 
Evaluation presented Research on Women and Girls in the Justice System, which focused on the link 
between prior victimization and involvement in criminal behavior. The forum emphasized the statistics as 
reported by the BJS, which indicated that at least half of all female prisoners had experienced some form of 
victimization before their imprisonment. However, these rates were suggested to be inaccurate, as women 
involved in illegal activity are less likely to report incidents of victimization due to their marginalized 
social position and precarious legal status. Therefore, the extent of their abuse histories was likely more 
than the rates reported in official reports or research findings. For example, women involved in prostitution 
or the sex industry are less likely to report having been raped by a customer. If a woman is hurt by her 
partner in crime during a theft or is sexually harassed in a place where stolen items are taken, there is little 
likelihood she will file a police report about her experience.  
The forum also drew attention to the high rates of alcohol and drug use among women offenders 
who reported histories of abuse (70% of the abused women serving time in correctional facilities reported 
use of illegal drugs during the month prior to their current offense compared to 54% of the women who had 
not been abused). In addition, it was emphasized that the psychological consequences of victimization are 
concerning and often are overlooked by the justice system. For example, it was reported that 31% of all 
rape victims develop rape-related posttraumatic stress disorder, and rape victims are three times more likely 
than nonvictims to experience a major depressive episode in their lives. The rate of suicide attempts by rape 
victims is 13 times higher than among nonvictims, and women who have been raped are 10 times more 
likely to use illegal substances or alcohol.  The 1999 conference emphasized that there are a number of 
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studies in the literature that have “uncovered a link between the victimization of women and their criminal 
behavior, and they propose that the justice system practice can be enhanced if policymakers and the 
practitioners who operationalize their decisions redefine justice to take this special condition into account.” 
In Chapter Three of this literature review, the specific types of traumatic events reported by female 
offenders is presented in detail. 
 In addition to the recognition that prior victimization may promote criminality, a large part of the 
rapid growth of women in prison has been attributed to changes in the drug use patterns of the past two 
decades. These changes include the increase in cocaine and crack addiction among females in the 1980’s 
and 1990’s and the use of prostitution and other criminal behavior to support access to these substances 
(Chesney-Lind, 1997). These changes in patterns of drug use as well as the movement towards harsher 
sentences for drug-related offenses have resulted in more women going to prison for drug-related offenses. 
The U.S. Department of Justice (1994) reported that in 1986, 1 in every 8 incarcerated women was serving 
a sentence for drug-related offenses and by 1991, that number had risen to 1 in 3. Browne, Miller, and 
Maguin (1999) reported that in the state of New York alone, which has the third largest prison population 
in the U.S., 60% of all women under custody on April 18, 1998 were incarcerated for drug-related offenses. 
About 26% were incarcerated for violent offenses committed either by themselves or by a companion. Only 
9% were incarcerated for property or other offenses (Brown et al., 1999). In Chapter Three, the specific 
patterns of substance use in female offenders is discussed. 
 Recent research has also revealed psychiatric morbidity occurs in a high percentage of adolescent 
and adult females in the justice system. The prevalence rates for many of the disorders are elevated not only 
in comparison to the general female population but also when compared with incarcerated males 
(Cauffman et al., 1998; Teplin et al., 1996; Zlotnick, 1997; Jordan et al., 1996). In terms of adult female 
inmates specifically, Teplin et al. (1996) conducted a prevalence study of psychiatric disorders among 
incarcerated women.  The authors interviewed 1,272 female detainees awaiting trial using the Diagnostic 
Interview Schedule. The women were assessed for lifetime and 6-month prevalence rates for disorders. 
They compared their rates with those of the general female population in the Epidemiologic Catchment 
Area program (ECA) (Teplin et al. 1996). These researchers found that over 80% of the sample met criteria 
for one or more lifetime psychiatric disorders; 70% were symptomatic within 6 months of the interview. 
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The most common disorders were drug abuse or dependence, alcohol abuse or dependence, and 
Posttraumatic Stress Disorder. Seventy percent of all female jail detainees had either a drug or alcohol 
disorder (32.2% met criteria for alcohol abuse or dependence and 63.6% met criteria for drug abuse or 
dependence). PTSD affected 33.5% of women jail detainees (Teplin et al., 1996). Compared with the 
general population of women in the United States, incarcerated women are substantially more likely to 
have a substance use disorder (SUD) or PTSD. Following SUD and PTSD, the next most common 
psychiatric disorders were major depressive episode (16.9%), antisocial personality disorder (13.8%), and 
dysthymia (9.6%). Based on the findings of Teplin et al. (1996), 80% of the women in the jail sample met 
criteria for at least one psychiatric disorder at some point during their lifetime. 
 Jordan et al. (1996) conducted a study of 805 women admitted to the North Carolina prison system 
and found consistent rates of psychiatric morbidity compared to Teplin et al. (1996). Again SUD and PTSD 
were found to be the most prevalent disorders in the prison sample. The rate for alcohol abuse or 
dependence was 38.6%, and 44.2% for drug abuse or dependence. PTSD rates for the prison sample were 
30%. Subjects reported they experienced a serious traumatic event and suffered from six or more PTSD 
symptoms during the six months prior to the interview. Following SUD and PTSD, the next most common 
psychiatric disorders were major depressive episode (13%), antisocial personality disorder (11.9%), and 
dysthymia (7.1%). Jordan et al. (1996) found that 64% of women in the prison sample met diagnostic 
criteria for at least one psychiatric disorder at some point in their lifetime.  
 Compared with the women in the general population of the United States, women in the criminal 
justice system are more likely to have SUD or PTSD. As indicated above, Teplin et al. (1996) reported the 
rate of PTSD for female offenders was 33.5%, three times higher than the rate of PTSD reported in a 
sample of community women (10.4%) (Kessler et al., 1995). In terms of SUDs, female offenders were at 
least six times more likely to have an alcohol use disorder, and at least seven times more likely to have a 
drug use disorder when contrasted with the ECA study conducted by Robins and Regier (1991).  
In summary, research has indicated that a history of victimization, substance abuse, and high rates 
of psychiatric morbidity are common in female offenders. Strikingly high percentages of women with SUD 
or PTSD is not only present but also highly prevalent in this population. There is a need to investigate the 
role of these factors in the criminal activity of women offenders. The next chapter presents the current 
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trends of substance abuse and traumatic experiences of female offenders. These trends are different from 
that of male offenders. The empirical research regarding the relationship among substance abuse and 
trauma and criminal behavior is presented.
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3. CHAPTER THREE: Substance Abuse, Trauma, and Criminal Behavior 
3.1 Substance Abuse Trends  
As discussed in the previous chapter, substance abuse is one of the most significant issues for 
females in the criminal justice system. Research by the Bureau of Justice Statistics (1999) reported patterns 
of alcohol and drug use in male and female inmates differ in specific ways. When compared to male 
inmates, females generally reported heavier and more frequent drug use. Women have greater use in the 
month before their offense and a greater likelihood of using drugs at the time of their offense. The BJS 
report (1994) indicated that the most commonly used drug among women one month prior to their offense 
was cocaine/crack (36.5%). Marijuana was the second most common drug (20.5), followed by 
heroin/opiates (15.9%), stimulants (7.6%), depressants (5.0%), and hallucinogens (2.2%). Although female 
offenders report a higher prevalence of drug use than male inmates, women reported lower rates of alcohol 
use and dependence. For example, 72.8% of male inmates in state prison reported that they had consumed 
alcohol prior to their offense compared to 57.7% of women. According to the BJS report of 1994, 
approximately one-third of male offenders indicated that they used alcohol on a daily basis compared with 
19% of female inmates.  
In terms of substance abuse patterns, studies have examined the tendencies of female offenders. 
Peters, Strozier, Murrin, and Kearns (1997) examined the gender differences in psychosocial characteristics 
and substance abuse treatment needs among jail inmates. These researchers evaluated intake assessment 
results from a sample of 1,655 substance-involved jail inmates referred to a jail treatment program in 
Tampa Florida (26% female and 74% male inmates). The results indicated that female inmates more 
frequently experienced difficulties with employment, had lower incomes, and more frequently reported 
cocaine as the primary drug of choice (74% of women versus 49% of males). In addition, women were 
more likely to report depression (58% females versus 28% males), anxiety (46% females versus 23% 
males), suicidal thoughts (24% females versus 11%), and a higher rate of suicide attempts (22% females 
versus 6% males). Also, differences in reports of prior physical, sexual, and emotional abuse were found 
(59% of women versus 25% of males). Peter’s et al. (1997) concluded that the heightened intensity of the 
drug problems among female inmates may be affected by employment problems during the month prior to 
incarceration and depression. Both problems were more frequently reported by female inmates than male 
 25
inmates. Although it was difficult to determine potential casual relationships between cocaine use, 
employment problems, and depression among female inmates, any two of those psychosocial problems 
may have contributed to the severity of the remaining problem areas. This conclusion was based on the 
hypotheses that high rates of depression have been observed among female cocaine abusers, and depressed 
individuals reported using cocaine to improve their mood (Peters et al. 1997). 
Haas and Peters (2000) examined gender differences in the development of substance abuse 
among drug-involved offenders and the progression from substance use to substance abuse. Their subjects 
consisted of 160 polysubstance-abusing individuals (118 men and 42 women) who were admitted to two 
drug court programs. The results indicated that female and male offenders differed significantly in the 
development of their addiction. Women offenders initiated alcohol and marijuana use significantly more 
later in life than their male counterparts, but began using cocaine earlier in the course of their addiction. 
Women also reported more problems related to cocaine use and significantly more prior treatment episodes. 
Women were found to have a shorter latency from first use of cocaine to cocaine abuse (Hass & Peters, 
2000). Specific research on the gender differences in individuals with cocaine dependence stated that there 
seems to be an interplay of cocaine with female gonadal hormones and that depressed mood may account 
for women’s increased craving for cocaine.  
In another gender-related, substance abuse study, Elman, Karlsgodt, and Gastfriend (2001) 
conducted a one-year longitudinal study and multidimensional clinical assessment of 92 women and 206 
men with cocaine dependence.  These authors concluded that although the exact mechanism of the gender-
related craving differences is not known, it was speculated that the reinforcing effect of cocaine was 
mediated by elevated dopamine levels in the nucleus accumbens subsequent to dopamine reuptake 
blockade, while cocaine craving was related to dopaminergic hypofunctionality. The authors supported this 
speculation stating that there was also substantial evidence that the female sex hormone estrogen modulated 
dopamine activity in the nucleus accumbens. Therefore, estrogen levels in women may potentially 
determine the intensity of their cocaine craving. Elman et al. (2001) also found that females had a higher 
severity of depressive symptomotology, which also might imply dopaminergic dysfunction as a 
neurobiological factor of cocaine craving in women.  
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 In 1998, Henderson conducted a review of empirical research regarding the substance abuse 
patterns of females and found consistent gender specific indications. Compared to male inmates, female 
offenders were more likely than men to have a coexisting psychiatric disorder, history of trauma, lower 
self- esteem, and history of hard drug use, such as heroin and cocaine. Henderson (1998) stated that there 
are possible reasons that could account for the gender differences that exist in the context of heroin and 
crack use. First, women tend to be introduced to both heroin and crack cocaine by men who are family 
members, lovers, or friends. Second, women have developed greater independence as entrepreneurs in the 
crack cocaine market. Henderson also found that women were more likely to have used those drugs more 
frequently before incarceration, to take drugs intravenously, and to test HIV-positive. In addition, 
incarcerated females are almost twice as likely as male inmates to receive psychotropic drugs (Henderson, 
1998). 
 Henderson’s (1998) review emphasized that there is a lack of substance abuse treatment programs 
developed for female offenders that are specific to their unique characteristics. The programs available are 
often designed using approaches first developed for male offenders. Henderson (1998) stated that there is a 
need for gender specific substance abuse treatment programs for women that include provisions for their 
children, treatment for sexual abuse and coexisting psychiatric disorder, gynecologic care, and methods of 
addressing low self- esteem, sexuality, and socialization.   
3.2 The Prevalence of Lifetime Traumatic Experiences Among Adult Female Offenders 
Research has found that an exceedingly high percentage of female offenders have a history of 
traumatic experiences. However, questions about lifetime histories of physical and sexual trauma are just 
starting to be included in studies of incarcerated women. In most cases, these questions are introduced by 
studies on other subjects, measurement is abbreviated, question sets lack validity and reliability, and 
methodologies used to predict resulting prevalence levels may be underestimated (Browne, Miller, & 
Maguin, 1999). The following presents a review of several studies for the purpose of comparing 
consistency of prevalence findings. Two national studies were conducted that included victimization 
questions in surveys with incarcerated women. Four regional studies were conducted in the United States 
that included victimization questions or obtained information on other forms of trauma. 
 27
 In 1991, the Bureau of Justice Statistics conducted its first nationally representative survey of women 
in prison. Approximately 1 in every 11 women in state correctional facilities were interviewed (BJS, 1994). 
The survey included three screening questions on lifetime experience of physical and sexual trauma: 1.) 
“Have you ever been physically or sexually abused?”; 2.) (If yes to sexual abuse) “In this incident did 
someone use force to rape you or attempt to rape you?”; and 3.) (If yes to either) “Did you know any of the 
persons who abused you?” If respondents endorsed any items, they were asked about the number of 
occurrences, their own age, the age(s) of the perpetrator(s) at the time, and their relationship to the 
perpetrator(s). Of the 38,798 women participants, 43% reported some type of abuse, and 33.9% reported 
lifetime sexual abuse. About half of those reporting abuse were assaulted by an intimate. More than three 
quarters reporting abuse were sexually abused or assaulted. Over half (56%) of those who were sexually 
abused had experienced a completed rape. Although this sample was large and representative, the 
methodology used may have minimized the reported rates. Questions on trauma occurred near the end of 
the interview in a section on involvement with gangs, and only one question was used to screen abuse 
histories. If respondents gave a negative response or refused to answer that question, no further questions 
were asked (BJS, 1994).   
The American Correctional Association (1990) in 1987 conducted the other national survey. The 
ACA study used similar methodology as Snell and Morton (1991). In the sample of 1,720 women, 43% of 
adult respondents were White non-Hispanics, 36% were African American, and 10% were Hispanic. 
Subjects were asked whether they had ever been “the victim of physical abuse (e.g., being beaten, kicked, 
or tied up)” and if they had ever been “the victim of sexual abuse.” If they said yes to either question, they 
were asked how many times incidents happened, their age at the time of the first incident, the relationship 
of the perpetrator, whether or not they reported the abuse to anyone, and if they reported it, what happened. 
Based on these questions, 53 % of adult subjects reported being physically abused and 82% of those 
reported three or more incidents. Over one-third (36%) reported physical abuse occurring before age 20, 
and 30% reported sexual abuse prior to that age, mostly between the ages of 5 and 14. Male family 
members most often perpetrated sexual abuse. One-fourth of all subjects reported physical abuse by 
husbands or boyfriends. 
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 In terms of regional (i.e., state or community) studies conducted in the United States, Bloom, 
Chesney, and Owen (1994) conducted a study of 297 women incarcerated in California’s three women’s 
prisons and the California Rehabilitation Center. Women in the sample averaged 32 years of age. Over one- 
third (35%) of these were African American, 36% were White non-Hispanic, and 17% were Hispanic. 
Subjects were asked whether they had ever been “physically abused/harmed/hit” as a child, whether they 
had been “physically battered/abused” as an adult, if they had ever been “sexually abused” as a child or as 
an adult, and if they had ever been “sexually assaulted (using violence)” as a child or in adulthood. For any 
positive endorsements, participants were asked how many times this occurred and the relationship category 
of the perpetrators(s). Using these questions, Bloom et al. (1994) found that 29% of California’s 
incarcerated women reported violence by parental caretakers, and 31% reported child sexual abuse. Over 
half (60%) reported being physically assaulted in adulthood, primarily by male partners, and 23% reported 
adult sexual assault.  
 Consistent findings were reported by Sargent, Marcus-Mendoza, and Chong (1993). In their study 
267 women at a mixed security level prison in Oklahoma were examined. Women in the sample had an 
average age of 32, 48% were white-non-Hispanic, 37% were African American, and 9% were Native 
American. Participants were asked four questions about trauma: 1.) Were they “physically abused” before 
the age of 18 or, after age 18; 2.) Were they “physically abused by a mate, husband, boyfriend, lover, 
friend, acquaintance, or partner”; 3.) Were they “raped, sexually abused, or molested” before age 18, or 
after age 18; 4.) Were they “raped (forced to commit sexual acts against your will).” Questions did not 
distinguish between assaults by intimates and nonintimates. Based on these questions, over one-third 
(37.5%) reported being physically abused as children and 69% reported being physically abused as adults. 
Over half (55%) reported experiencing sexual assault; 40% of the sample reported sexual assault in 
childhood, and 38% reported sexual assault as adults. Sargent et al. (1993) noted that respondents who 
reported physical or sexual abuse also were more likely to report problems with alcohol or other drugs.  
 In 1993, Lake conducted post-hoc analyses on reported experiences of abuse by intimates, assault, 
sexual assault, and robbery by nonintimates among 83 women incarcerated in Washington State in 1986. 
The average age of these women was 29. Over half were White non-Hispanic (63%), 20.5% were African 
American, and 8% were Hispanic. Since the study was designed primarily to assess criminal behavior, 
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assessments of physical and sexual trauma were abbreviated. Physical abuse in childhood was assessed by 
asking about kinds of “punishment” issued by parental figures before age 12. A subject was classified as 
“abused” only if a parental figure had punched or kicked her. Both of these design factors could have 
limited the results in terms of prevalence rates. Sexual assault by relatives was described to subjects as 
“someone using force or threats” to make her engage in sex. Other types of sexual abuse were excluded. 
For example, since children are socially and legally prohibited from leaving their homes, child victims are 
often forced to remain in an environment where inappropriate and illegal activities are perpetrated against 
them regardless of whether obvious threat or force is used. If endorsed, questions were asked about the 
relationship of the subject to perpetrators, but the study did not include a way to determine whether sexual 
abuse occurred in childhood. Physical assaults by partners were assessed by asking if the respondent had 
ever been hit by a spouse or live-in partner (i.e., dating violence was not assessed). Physical and sexual 
assaults by strangers were measured in the same manner as those by intimates.  
 Using the preceding questions as a measure, 29% of the subjects reported physical abuse in 
childhood, and 18% reported sexual abuse by relatives. These prevalence rates were somewhat lower than 
that among women in other studies. However, 70% reported violence by an intimate partner, and nearly 
half of those reported sustaining injuries severe enough to need medical treatment. Over one-third (37%) 
reported physical assaults by strangers, and 30% reported sexual assaults; nearly three-fourths reported 
being physically or sexually assaulted by strangers or robbed. In total, over 85% of the sample reported at 
least one type of traumatic experience. Lake found family sexual assault uncorrelated with later arrest data, 
possibly also due to methodological factors such as low endorsements of childhood abuse. In examining 
potential correlations between experiences of abuse in childhood and later assaults by partners or non-
intimates, Lake reported no evidence of associations between childhood abuse and later victimization. This 
however, may be due to methodological limitations such as the small sample size and measurement 
problems in terms of childhood variables particularly in respect to the low endorsement of childhood sexual 
abuse. 
In 1995, Singer, Bussey, Song, and Lunghofer interviewed 201 women who were new admissions 
to the Cleveland House of Corrections from May to September 1992. Women were an average age of 30, 
73% were African American and 21% were White non-Hispanic. Half of the women were incarcerated for 
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prostitution and 13% were incarcerated for drug offenses or drug-related loitering. Although this study did 
not specifically ask about intimate violence, 68% of subjects reported being forced into sexual activity as 
adults, and nearly half (48%) reported being sexually victimized as children. 
 Brown, Miller, and Maguin (1999) investigated the prevalence and severity of lifetime physical 
and sexual abuse among incarcerated females. The focus of their study was the analysis of the reported 
prevalence and severity of six types of violence. They included severe physical violence by parental 
figures, child sexual molestation including both familial and nonfamilial perpetration, severe physical 
aggression, rape by intimate partners in adulthood, physical violence, and sexual violence by strangers or 
acquaintances. These authors conducted cross-sectional interviews with 150 women entering the general 
population of Bedford Hills Maximum Security Correctional Facility in Bedford Hills, New York. Subjects 
ranged in age from 18 to 59 years, with a median age of 32 years. Forty-nine percent were African 
American; 25% were Hispanic and 12% were White non-Hispanic. Their findings suggested that violence 
across the lifespan for women incarcerated in the general population of a maximum-security prison was 
pervasive and severe. Lifetime prevalence rates of severe violence by intimates reported in this study far 
exceeded those for all acts of physical abuse reported by women in the general population as identified in a 
national random sample of 8,000 U.S. women. In terms of the general population, it has been indicated that 
40% reported physical abuse by parental caretakers and 22% for violence by adult partners (Tjaden 
&Thoennes, 1996 as cited in Brown et al., 1999). Finkelhor (1994) supported the findings of Brown et al.  
Finkelhor (1994) reported that there is 59% lifetime prevalence rate among women prisoners of child 
sexual molestation, which appeared to be in significant contrast to the 20% to 27% prevalence rates 
obtained in community-based samples. 
 Brown et al. (1999) reported that by age 11, 66% of those women prisoners who experienced child 
sexual abuse had already been molested and 71% of those assaulted by caretakers had already experienced 
severe violence by a parental figure.  Reports of childhood victimization seemed to strongly predict 
reported revictimization later in life. Women who reported severe physical violence by parental figures 
were 29% more likely to report that they later became involved with an intimate adult partner who was 
physically violent. Women who reported childhood sexual molestation were 75% more likely to endorse 
violent sexual assault items than women who did not report childhood molestation.  Unlike the preceding 
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studies presented, Brown et al. (1999) distinguished childhood from adult experiences, perpetration by 
intimates versus non-intimates, and cumulative experiences over the lifespan. 
3.3 Summary of Substance Abuse and Traumatic Exposure Trends in Female Offenders 
Based on the studies presented in this chapter, it is evident that the great majority of women in the 
correctional population report a high prevalence rate of substance use as well as exposure to traumatic 
events as compared to their male counterparts. To review, cocaine-based substances are the most 
commonly used drugs by female offenders while male offenders most commonly abuse alcohol. This 
apparent gender specific tendency might be related to the female’s attempt to manage depressive 
symptomotology through the stimulating effects of crack and cocaine. Women in prison report heavier and 
more frequent drug use, including greater use in the month prior to their offense as well as a greater 
likelihood of using drugs at the time of their offense.  
It appears plausible that the most universal experience among female offenders is a history of 
traumatic exposure. Approximately two-thirds of the female offender population has a history of some type 
of trauma. The most common forms were childhood abuse and domestic assault. The prevalence rates of 
traumatic exposure were considerably higher than that of the general population. The next section focuses 
on examining the functional relationship among history of traumatic victimization, substance abuse, 
psychiatric conditions, and female offending behavior. 
3.4 The Relationship among History of Victimization, Substance Abuse, Psychiatric Conditions, and 
Female Criminal Behavior 
 The studies presented in this section emphasize the adult criminal behavior of juvenile female 
offenders. This information provides further background history and insight into the developmental role of 
juvenile delinquency in the years prior to adult offending behavior. Juvenile female offenders who have a 
history of trauma or victimization often escalate to criminal offending behavior as adults (Widom, 2000). 
Cauffman, Feldman, Waterman, and Steiner (1998) reported that the severity of adolescent female crimes 
increased between 1989 and 1993. During that period, violent crimes such as murder, rape, robbery, and 
aggravated assault rose approximately 55% among female adolescents (Office of Juvenile Justice and 
Delinquency Prevention, 1996).  Cauffman et al. suggested that one explanation for this increase was the 
relationship between traumatic experiences, mental health problems, and delinquent behavior. Widom 
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(1989) as cited in Cauffman et al. (1998) suggested that the recent increases in female delinquency may be 
a consequence of the females’ greater susceptibility to the traumatic events they experienced in the violent 
settings of modern urban neighborhoods.  
Breslau et al., (1991), Dembo et al. (1993), Horowitz et al. (1995), and Kessler et al. (1995) 
supported these authors in that exposure to traumatic events may be linked to delinquent behavior and 
delinquent acts may be a direct or indirect reaction to past traumatization. These researchers agreed that 
among those who are exposed to trauma, females are more likely than males to develop mental health 
problems as a result. Females are six times more likely than males to develop posttraumatic stress disorder. 
It was also suggested that this gender difference may be attributed to the differences in the nature of 
traumatic events endured by males and females rather than to differences in the ways males and females 
respond to similar traumas (i.e., males were more likely than females to report having witnessed a violent 
crime, and females were more likely to mention being the victim of violence) (Cauffman et al. 1998). The 
following discusses these studies in greater detail.     
Dembo et al. (1993) examined gender differences in the mental health service needs among 
juveniles entering a detention center. These researchers used 399 male and female juveniles from the age of 
10 to 18 years entering a detention center. The investigation looked at comparisons among socio-
demographic characteristics, family problems, records of contact with the juvenile court, physical abuse or 
sexual victimization history, alcohol/other drug use, friends’ involvement in substance use and crime, and 
emotional/psychological functioning problems. The results of this study indicated that female detainees 
were significantly more likely to have been sexually victimized and to have more contact with a juvenile 
court for status offense reasons. Dembo and his colleagues (1993) concluded mental health treatment 
programs need to consider gender differences of juveniles in the justice system. Specifically, this study 
found that female youths came from more troubled family backgrounds (e.g., history of sexual 
victimization) as opposed to males who were found to be more involved in delinquent activities (e.g., self-
reported participation in criminal behavior). It was recommended by Dembo et al. that treatment should be 
focused on the associated mental health issues unique to female delinquents such as addressing trauma 
related symptomotology and family dynamic problems.    
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 Horowtiz et al. (1995) reported that events such as abuse, molestation, and witnessing violence are 
well-known risk factors for the development of trauma-related psychopathology. While there was a 
growing body of evidence that psychopathology was common among incarcerated boys, little was known 
about the prevalence and manifestations of trauma-related mental health problems among incarcerated 
girls.  Horowitz et al. (1995) conducted a study that investigated the patterns of exposure to violent 
community events and PTSD symptoms in 79 juvenile females living in an urban setting. The juveniles 
were between the ages of 12 to 21. The study used an adolescent self-report questionnaire and semi-
structured interviews. The results indicated that the subjects experienced 8 to 55 different types of 
environmental and domestic violent events. In terms of PTSD symptoms, 90% reported hyperarousal 
cluster symptoms and 80% reported avoidance cluster symptoms, while 67% met full symptoms criteria for 
PTSD. The researchers concluded that the increased number of types of violent events was positively 
correlated with meeting PTSD criteria and with increased PTSD scores. It was further concluded that the 
adolescents living in an urban setting experienced prolonged and repeated exposure to multiple types of 
community and domestic violent events, and they reported a high percentage of PTSD symptoms.  
 Cauffman et al. (1998) examined a sample of 96 incarcerated female adolescents from age 13 to 
22 and a comparison sample of 93 incarcerated male adolescents. Both samples were sentenced for a range 
of offenses from nonviolent to violent crimes.  Self-report questionnaires were used to assess 
socioemotional adjustment and a semi-structured interview was conducted to determine PTSD 
symptomotology. The results indicated that the rate of PTSD among incarcerated female delinquents not 
only was higher than the general population but also surpassed the incidence of PTSD among incarcerated 
male delinquents. Those who suffered from PTSD also tended to exhibit higher levels of distress and lower 
levels of self-restraint (Cauffman et al. 1998).  
 Cauffman et al. (1998) reported that in terms of incidence of trauma among the female delinquent 
sample, 74% reported being either badly hurt or in danger of being hurt, 76% reported witnessing someone 
severely injured or killed, and 60% reported being raped or in danger of being raped.  Female delinquents 
were six times more likely to suffer from PTSD both currently and at some point during their lives than the 
general population. Female delinquents were 50% more likely to exhibit current PTSD symptoms than 
male delinquents.  The study indicated that only 12% of the females reported that no trauma in their lives 
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was experienced.  Eight percent of the girls reported exposure to some form of trauma, yet only 61% ever 
displayed PTSD symptoms.  A possibility existed that the remaining 27% did not show PTSD symptoms 
because the PTSD measure was not sensitive enough or the sample size was too small to determine if 
differences were due to the kind or severity of trauma exposure.  Although their sample size was relatively 
small, Cauffman et al.’s results were consistent with other researchers that reported females are more likely 
than males to develop PTSD after exposure to trauma (Cauffman et al., 1998).   
 Widom (2000) reported research on the role of childhood trauma in the development of criminal 
behavior. Widom addressed whether childhood victimization derailed the normal developmental processes 
of girls and young women and whether this derailment affected their ability to cope with the demands of 
life and adulthood. This research involved a large group of physically and sexually abused and neglected 
girls and boys from the age of 0 to 11 years and a matched control group ages 0 to 11. Both groups were 
followed and studied into their young adulthood. Their criminal histories were gathered when the subjects 
were approximately 26 years old and again when they were about 33 years old.   
In comparison to girls who have not been abused and neglected during childhood Widom (2000) 
found that abused and neglected girls were nearly twice as likely to be arrested as juveniles (20% versus 
11.4%). They were twice as likely to be arrested as adults (28.5% versus 15.9%), and 2.4 times more likely 
to be arrested for violent crimes (8.2% versus 3.6%). Data also indicated physical and sexual abuse and 
neglect led to an increase in arrests for violence among women. This pattern was dissimilar to that 
identified for abused and neglected males.  
Widom indicated frequently reported consequences of abuse and neglect.  The consequences 
included acting-out behaviors, running away, truancy, conduct disorder, delinquency, promiscuity, and 
inappropriate sexual behavior. Widom suggested that females in particular experienced “mechanisms in 
derailment” that may have accounted for their criminal activity more so than for males. These potential 
mechanisms included running away, deficits in cognitive ability and achievement, growing up without 
traditional social controls, associating with deviant or delinquent individuals, and failing to learn the social 
and psychological skills necessary for successful adult development. Widom reported victimization triggers 
girls’ entry into delinquency. They become runaways in an attempt to escape abusive environments and 
consequently become involved in criminal behavior to support themselves. Abused and neglected females 
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who reported deficits in intellectual performance, a lowered sense of self-esteem, or a lack of a sense of 
control over their lives, may have been at greater risk for behavior problems. In terms of lack of social 
controls, most abused and neglected females grew up in multi-problem homes and did not have the 
traditional structure that discourages antisocial or risk-taking behavior. Abused and neglected female 
delinquents were more likely to report arrest(s) of a family member(s) and high rates of psychopathology 
among family members. Therefore, there may have been more opportunities to learn aggressive and 
antisocial behavior particularly if their neighborhoods had high rates of crime and violence.   
Widom emphasized that childhood victimization may prevent girls from learning the social and 
psychological skills needed for successful adult development, as they have lower academic and intellectual 
performance, more stressful life events, more suicide attempts, increased likelihood of abusing alcohol, 
higher levels of hostility and sensation seeking, and lower levels of self-esteem and sense of control than 
nonabused girls. Widom concluded that these females are more likely to use substances and turn to criminal 
and violent behaviors when coping with stressful events.  Although abused and neglected females are at 
increased risk, however, these relationships are not inevitable or deterministic as about 70% do not become 
offenders (Widom, 2000).  
 Widom in another study conducted with Lambert and Nagin (1998) examined developmental 
trajectories of offending among the same sample of individuals as her research previously discussed. The 
results of their study contrast with the prevailing assumption that female offenders are not career criminals. 
They found a subset of abused and neglected females who develop antisocial and delinquent lifestyles that 
persist into adulthood and who become “high-rate chronic” or “persistent” offenders with serious criminal 
careers. This group (about 8% of the abused and neglected females in the sample) did not appear among the 
control females. Moreover, they showed peaks of offending at about age 26 to 27, and averaged slightly 
more than one arrest every two years (0.6 per year) through age 35. About 38% had been picked up for 
status offenses as girls, but about 54% were arrested for property crimes, 76% for order offenses, 46% for 
violence, and 32 % for drug offenses. The overall criminal histories of this group were similar to those of 
“mid-rate chronic” male offenders (Widom et al., 1998). 
Kilpatrick and Saunders (1997) examined the prevalence and consequences of child victimization 
in a random sample of 4,023 adolescents and their parents.  The findings were based on telephone 
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interviews with the adolescents and their parents or guardians. The researchers looked at several variables, 
including age, gender, race, and household income. They asked the adolescents about their personal 
experiences of sexual assault and physical assault, violence they might have witnessed, drug and alcohol 
use, experience of PTSD, and serious delinquent offenses they may have committed. More females than 
male youths had been sexually assaulted (13% of females in contrast to 3.4% of males). Males however had 
higher rates of physical assault and witnessing violence than females (21.3% versus 13.4% for physical 
assault; 43% versus 35% for witnessing violence).  
In the year previous to the interview, more males than females had engaged in at least one form of 
delinquent behavior (14.9 % versus 5.8%) and more males had a history of committing assault with the 
intent to kill or seriously injure (5% versus 2.3%). At some point in their lives, nearly 30% of sexual assault 
victims developed PTSD and almost 20% of those still suffered from PTSD. By comparison 6.2 % of the 
adolescents who were not sexually assaulted but might have been victimized in other ways, developed 
PTSD and 3.6% still had PTSD. A similar pattern emerged for victims of physical assault and those who 
had witnessed serious violence. Among adolescents who had been physically assaulted 23.4 % developed 
PTSD and 14.8% still suffered from the disorder, while 10.8 % of nonvictims of physical assault developed 
PTSD and 4.5% of those individuals still had PTSD. Among witnesses to violence 15 % developed PTSD, 
compared to 3.3% of surveyed youths that had not witnessed violence. PTSD consequently appeared to be 
a significant correlate of victimization according to these researchers.  In terms of substance abuse within 
this sample, the lifetime serious drug use rate was 10.3%, but when alcohol use was factored in, the 
percentage rose to 53.9%.  For past heavy alcohol use (i.e., using alcohol two or three times a month, 
getting drunk four or more times, or having five or more drinks in one sitting four or more times), the rate 
was 15.2 %. The rate of past-year substance use was almost 20%. The researchers concluded that the most 
significant contributor to delinquent behavior was drug abuse. Personal victimization, heavy alcohol use, 
and PTSD also played strong roles. The authors surmised that their preliminary findings pointed to the 
significance of personal victimization as a risk factor for major mental health problems, abuse of drugs and 
alcohol as a means of coping with PTSD, and substance abuse as a precursor of delinquent behavior. 
Further study is necessary to examine gender differences as sexual assault experiences were found to be 
much higher in females.  
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The Correctional Service in Canada completed a survey of 80 federally sentenced women (Kerr, 
1998). This study found that 12.5 % of their sample had substantial to severe levels of alcohol use and 
34.9% had similar levels of drug use. More than two-thirds of the women used multiple drugs. In terms of 
their trauma history, only 14% of the women reported no history of trauma, while 81.3% percent reported 
physical abuse, 82.5 % reported experiencing emotional abuse, 76.2% reported sexual abuse, and 70% 
reported all three forms of abuse (Kerr, 1998). Although this study provided similar statistics of drug use 
and abuse as well as past traumatic experiences, it did not provide a hypothesis regarding the relationship 
of these factors.  
McClellan, Farabee, and Crouch (1997) conducted a comparative analysis of the relative 
victimization of 1,030 adult male prisoners and 500 adult female prisoners in Texas. The study revealed 
significant gender differences in childhood and adult maltreatment, mental health issues, subsequent 
substance use, and criminality. Maltreatment of women increased when they became adults, while the 
maltreatment of men decreased sharply. This was particularly due to more women becoming involved with 
an abusive spouse/partner, feeling unloved, being beaten, or experiencing rape.  McClellan et al. found the 
proportion of women experiencing victimization rose to 75.2% when they were adults. Women reported 
significantly more maltreatment than men in each category as adults. Of the women, 43.8% reported mental 
or emotional abuse and 47% reported feeling unsafe or in danger. Men reported far fewer rates (12.3% and 
25.2%, respectively). Almost one-third of the women reported sexual mistreatment, abuse, or rape 
compared to 1% of men.  
In response to two questions regarding severity of physical abuse, 36.6% of the women reported 
having been attacked with a weapon such as a gun, knife, or heavy object, and 53.4% reported having been 
beaten, choked, punched, or kicked. The majority (54.8%) of the women experienced this abuse by their 
male partner. More than half of the women report having lived with male partners who suffered from 
significant drinking, drug, or psychiatric problems serious enough to require treatment. Other conclusions 
indicated that childhood maltreatment was more strongly associated with adult depression and substance 
dependence among women than among men. Women were far more likely than men to report overall 
mental health problems (40.7% versus 22.6%). Substance dependent female inmates were more likely than 
nondependent females to report the same (51.8% versus 28.4%). In addition, substance dependent female 
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inmates were more than twice as likely as nondependent females to be classified in the high depression 
category of this study (31% versus 14%). For male inmates, 15% of the substance dependent men were 
considered in the high depression category versus 6.2% of the nondependent men.   
In terms of the relationship between childhood maltreatment and substance use, the researchers 
found the use of illicit drugs to be significantly higher among female inmates than male inmates, 
particularly for drugs such as heroin (35% versus 23%, respectively) and crack cocaine (54.8% versus 
32.6%). Although the women (18.6%) in this study were found to be less likely than men (30%) to meet 
criteria for alcohol dependence, they were more likely to be dependent on illicit drugs (45.4% versus 
32.1%).   The data also demonstrated an increased risk of substance dependence associated with childhood 
maltreatment. Specifically, the mean number of maltreatment items ever experienced was higher for 
substance dependent women than for nondependent men (1.7 versus 1.1), however the association was 
more pronounced for substance dependent women compared to nondependent women (2.4 versus 1.5). 
Finally, study found that the severity of substance misuse and problems associated with it were stronger 
predictors of female rates of criminal activity than male rates. Female inmates (72.2%) were significantly 
more likely than male inmates (62.9%) to have begun experimenting with drugs prior to getting involved in 
other forms of criminality. 
 McClellan et al. found an association between problematic drug use and criminality. As drug use 
problems increased, so did the frequency of criminal behavior, especially property crimes. They found that 
problematic drug use was less predictive of violent crimes, which may have indicated the drug-crime 
relationship was more motivated by one’s need to support his or her addiction. The authors also suggested 
that women’s crime rates appeared to be more related to drug use and less related to the demographic 
background variables than were the crime rates of men. Specifically, there was a significant difference in 
the level of problems associated with the women’s drug use as defined by the number of DSM-III 
diagnostic criteria for dependence when compared to those of male inmates.  McClellan et al. concluded 
that depression and maltreatment may have increased women’s vulnerability to substance abuse and later 
involvement in criminal behavior. McClellan et al.’s study and the other studies discussed in this chapter 
support that women in prison have significant substance abuse, victimization histories, and demonstrate 
unique gender characteristics separate from male offenders.  
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The next chapter addresses in greater detail the psychiatric conditions most prevalent in the 
population of women offenders which are Posttraumatic Stress Disorder and Substance Use Disorder. This 
section provides greater insight into the dynamics of female offending behavior. Chapter four will focus on 
operationally defining these disorders in detail.
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4. CHAPTER FOUR: Diagnostic Conceptualization of Posttraumatic Stress Disorder and Substance 
Use Disorders and the Co-occurrence of these Disorders in the Population of Female Offenders 
This chapter focuses on the two most prevalent psychiatric disorders in female offenders which are 
Posttraumatic Stress Disorder and Substance Use Disorder.  The first section operationally defines trauma, 
discusses the vulnerability factors that influence the pathological outcome of PTSD, and presents the 
diagnostic criteria of PTSD delineated in the DSM-IV. Specific attention is made to the physical, cognitive, 
emotional, social, and behavioral responses to trauma reported in the literature. The second section 
provides the diagnostic criteria for Substance Use Disorders, which includes the criteria for Substance 
Abuse Disorder and Substance Dependence Disorder. The third section provides the empirical research on 
the co-occurrence of these disorders in the general population. The final section presents the limited 
research of the co-occurrence of PTSD and SUD in the population of female offenders.  
4.1 PTSD Symptomotology 
4.1.1 Definition of Trauma 
 The most recent definition of a traumatic experience by the American Psychiatric Association 
(1994) is presented within the diagnostic criteria of PTSD of the DSM-IV (APA, 1994). A traumatic 
experience may be defined as follows: “an extreme traumatic stressor involving direct personal experience 
of an event that involves actual or threatened death or serious injury, or other threat to one’s physical 
integrity; or witnessing an event that involves death, injury, or other threat to the physical integrity of 
another person; or learning about unexpected or violent death, serious harm or threat of death or injury 
experienced by a family member or other close associate…Traumatic events that are experienced directly 
include, but are not limited to, military combat, violent personal assault (sexual assault, physical attack, 
robbery, mugging), or being kidnapped, being taken hostage, terrorist attack, torture, incarceration as a 
prisoner of war or in a concentration camp, natural or manmade disasters, severe automobile accidents, or 
being diagnosed with a life-threatening illness…The person’s response to the event must involve intense 
fear, helplessness, or horror. The characteristic symptoms resulting from exposure to the extreme trauma 
include persistent experiencing of the traumatic event, persistent avoidance of stimuli associated with 
trauma and numbing of general responsiveness, and persistent symptoms of increased arousal. The full 
symptom picture must be present for more than one month and the disturbances must cause clinically 
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significant distress or impairment in social, occupational or other important areas of functioning (APA, 
1994).” 
4.1.2 Pre-Trauma Vulnerability and Post-Trauma Reactions  
 Pre-trauma vulnerability encompasses genetic and biological risk factors, as well as factors related 
to an individual’s developmental course, child rearing environment, mental health, and personality.  
According to Davidson, Smith, and Kudler, (1989) as cited in van der Kolk et al. (1996) predictors of 
vulnerability to PTSD include: job instability, family history of psychiatric illness, parental poverty, history 
of child abuse, and parental separation prior to age 10. Breslau and Davis (1992) as cited in van der Kolk et 
al. (1996) stated family history of antisocial behavior and the female gender are factors. These examples of 
vulnerability factors are considered predictors of vulnerability to post-trauma reactions as they influence 
how the individual responds to the magnitude of the stressor and how prepared he or she is for the event. 
Moreover, the predictors affect the quality of the immediate and short-term responses to the trauma and the 
individual’s post-event “recovery” (van der Kolk et al., 1996). 
True et al. (1993) demonstrated that genetic factors account for 13% to 30% of the variance in 
likelihood for PTSD symptoms in the reexperiencing cluster, 30% to 34% for symptoms in the avoidance 
cluster, and 28% to 32% for symptoms in the arousal cluster.  Personality traits have also been found to be 
predictors. For example, Breslau and colleagues (1991) suggested that neuroticism, introversion, and prior 
mental disorders also increase the risk for developing PTSD. Other factors are early traumatization (e.g., 
childhood sexual and physical abuse) and exposure to similar trauma (e.g., repeated combat experience or 
rape experience). Breslau et al. (1991) also suggested that negative parenting behavior, early separation 
from parents, parental poverty, and lower education independently predict both exposure and PTSD 
following exposure.  
 In terms of post-trauma responses, the period following the impact of a trauma can result in 
subjects demonstrating a variety of responses, some of which have been associated with the subsequent 
development of PTSD. Distress during the days that follow a trauma seem to be unavoidable. However, the 
amount of subjective distress is correlated with the later development of PTSD (Perry et al., 1992). Foa, 
Steketee, and Rothbaum, (1989) reported symptoms resembling those of PTSD are frequently observed 
during the early days that follow a trauma. Intrusive symptoms specifically seem to appear within 48 hours 
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after the event in the majority of survivors. Survivors differ however in the amounts of discomfort, arousal, 
and dissociation that accompany such early intrusive recall and for some these repeated memories are 
pervasive. The clinical observations of Foa et al. (1989) suggested many survivors are judging themselves 
and reevaluating their actions, or failing to act, with particular intensity during that period. Moreover, these 
reevaluations, theoretically speaking, may produce specific and overgeneralized appraisal of the stressor 
and of one’s resources, thereby leading to the formation of negative beliefs about oneself and others. In 
another study by Foa and Rothbaum (1989), it was reported that early PTSD symptoms subside with time 
in many survivors. PTSD occurred in 94% of rape victims in their sample one week after the trauma, 52.4% 
two months later, and 47.1% nine months later.  
4.1.3 Diagnostic Criteria for Posttraumatic Stress Disorder 
In 1980, the American Psychiatric Association added PTSD to the third edition of its Diagnostic 
Statistical Manual of Mental Disorders (DSM-III) (APA, 1980) nosologic classification scheme. Although 
a controversial diagnosis when first introduced, PTSD has filled an important gap in psychiatric theory and 
practice. From a historical viewpoint the significant change ushered in by the PTSD concept was the 
stipulation that the etiological agent was outside the individual rather than an inherent individual weakness. 
The key to understanding the scientific basis and clinical expression of PTSD is the concept of “trauma” 
(Bloom, 1997). 
 In its initial DSM-III formulation, a traumatic event was conceptualized as a catastrophic stressor 
that was outside the range of usual human experience (i.e., war, torture, rape, the Nazi Holocaust, natural 
disasters, and manmade disasters). The DSM-III considered traumatic events as clearly separate from other 
stressors that constitute the normal fluctuations of life, such as serious illness, divorce, failure, rejection, 
and financial reverse. Adverse psychological responses to such stressors would be characterized as 
Adjustment Disorders rather than PTSD. This dichotomization between traumatic and other stressors was 
based on the assumption that although most individuals have the ability to cope with ordinary stress, their 
adaptive capacities were likely to be overwhelmed when confronted with a traumatic stressor (Van der 
Kolk et al., 1996). When the revised DSM-IV (1994) was introduced, the diagnostic criteria for PTSD 
included a history of exposure to a “traumatic event” and symptoms from each of three symptom clusters, 
intrusive recollections, avoidant/numbing symptoms, and hyperarousal symptoms. Another criterion 
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concerned the duration of symptoms. The following presents a description of each of the criterion for the 
diagnosis of PTSD as well as theoretical support from the literature. 
4.1.4 Criterion A  
 The stressor criterion states a person has been exposed to a catastrophic event involving actual or 
threatened death or injury, or a threat to the physical integrity of him/herself or others. During this 
traumatic exposure, the survivor’s subjective response was marked by intense fear (DSM-IV, 1994). 
Traumatic stressors can be divided into different types. First, there are time-limited events such as an 
aircraft accident or a rape. These are characterized by the unpreparedness of the victim and the high 
intensity of the event. In contrast, sequential stressors can have a cumulative effect. The sequential type is 
particularly relevant for emergency workers such as police. Finally, there are stressors characterized by 
long-lasting exposure to danger, which can evoke uncertainty and helplessness.  Such stressors include 
combat involving multiple exposures and repeated intrafamilial abuse that affects attachment bonds and 
disruption of one’s sense of security. The DSM-IV modified the definition of stressor by specifying the 
person’s response must involve fear, helplessness, or horror. This modification of the DSM-III was made to 
indicate the importance of subjective perception and appraisal in response to an event (Davidson, 1994). 
4.1.5  Criterion B 
 The intrusive recollection criterion includes symptoms of PTSD that are probably the most 
distinctive and readily identifiable (Keane et al., 1987).  For individuals with PTSD the traumatic event 
remains sometimes for decades or a lifetime. It includes a dominating psychological experience that retains 
its power to evoke panic, terror, dread, grief, or despair as manifested in fantasies during waking hours, 
traumatic nightmares, and psychotic reenactments known as PTSD flashbacks. Furthermore, traumatic 
mimetic stimuli that trigger recollections of the original event have the power to evoke mental images, 
emotional responses, and psychological reactions associated with the trauma. Keane et al. also indicated 
that it is possible to reproduce PTSD symptoms in the laboratory by exposing affected individuals to 
auditory or visual trauma mimetic stimuli (DSM-IV, 1994; Keane et al. 1987). 
 Horowitz (1986) reported that adjustment to a traumatic event requires incorporating existing 
cognitive schema, or developing new schemas. In order to recover from the effects of trauma, it is 
important for an individual to give meaning to the traumatic experiences. As a consequence of a traumatic 
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event, a person’s inner conceptions of the world and life or cognitive schemata, are disrupted. It is therefore 
crucial according to Horowitz to match pre-traumatic inner schematas or models with new posttraumatic 
information. To reduce the incongruity of the traumatic information, ideational and cognitive processing is 
required. Giving meaning to the traumatic experience lessens the distress and restores the sense of self-
control of the victim. Until this process is complete the trauma remains in active memory.  
In active memory the information concerning the traumatic event is out of conscious awareness 
and the mechanisms of denial and emotional numbing are employed to keep the individual from being 
overwhelmed by it. However, Horowitz explains, representations of the events stored in active memory 
tend to be part of the attempt to process and integrate them. This attempt at integration results in intrusive 
thoughts and images about the trauma that is often accompanied by intense emotions. Horowitz (1986) 
stated this leads to an oscillation between a series of intrusive ideas and emotions of denial and numbing. 
Reexperiencing phenomena such as nightmares and flashbacks are intrusions aimed at facilitating 
information processing. Avoidance and numbing are seen as control processes aimed at regulating 
information processing so the individual is not overwhelmed. Excessive controls may prevent complete 
cognitive processing of the event (Horowitz, 1986). 
4.1.6  Criterion C 
 The next criterion identified in the DSM-IV (1994) is avoidance or numbing.  This consists of 
symptoms reflecting behavioral, cognitive, or emotional strategies by which PTSD patients attempt to 
reduce the likelihood they will either expose themselves to trauma, mimetic stimuli, or if exposed, will 
minimize the intensity of their psychological response. Behavioral strategies include avoiding any situation 
in which they perceive a risk of confronting such stimuli. In its most extreme manifestation, avoidant 
behavior may superficially resemble agoraphobia because the PTSD individual is afraid to leave the house 
for fear of confronting reminders of the traumatic event. Dissociation and psychogenic amnesia are 
included among avoidant and/or numbing symptoms.  Individuals presenting with these symptoms cut off 
the conscious experience of trauma-based memories and feelings. Finally, because individuals with PTSD 
cannot tolerate strong emotions, especially those associated with the traumatic experience, they separate the 
cognitive from the emotional aspects of psychological experience and perceive only the former. Such 
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“psychic numbing” is an emotional anesthesia that may make it extremely difficult for those with PTSD to 
participate in meaningful interpersonal relationships (DSM-IV, 1994).  
 Van der Kolk and Ducy, (1989) stated that once traumatized individuals become haunted by 
intrusive reexperiences of their trauma they generally start organizing their lives around avoiding the 
emotions these intrusions evoke. Avoidance may take many forms, such as keeping away from reminders, 
consuming drugs or alcohol in order to numb awareness of distressing emotional states, or utilizing 
dissociation to keep unpleasant experiences from conscious awareness (van der Kolk & Ducey, 1989). 
In terms of the long-term effects of dissociation, Wolfe, Keane, & Kaloupek  (1993) reported that 
continued dissociation of time may not only interfere with the conscious processing of current information, 
but it also prevents the exploration of alternative ways of coping. Dissociation therefore interferes with 
general adaptation. Even though dissociating helps with potentially frightening stimuli, in the long run 
trauma victims are in danger of having difficulties with active problem-solving strategies. (Wolfe et al. 
1993). 
4.1.7  Criterion D  
 Criterion D includes symptoms of arousal, hypervigilence, exaggerated startle response and 
difficulties with sleep and concentration (DSM-IV, 1994). As PTSD is considered an anxiety disorder, 
theorists such as Barlow have contributed to the understanding of the disorder mainly in terms of panic and 
anxiety symptoms (Jones and Barlow, 1990). According to Barlow, when individuals with both biological 
and psychological vulnerability experience stressful life events, they develop beliefs that these stressful 
events are unpredictable and uncontrollable. The environmental trigger may either be an event that causes 
stress, or events that cause intense fear or panic. If individuals do not possess adequate coping skills or 
social support, they will become fearful about the repetition of the stress. This creates a cycle of chronic 
overarousal and “anxious apprehension.” It is this preoccupation with and anticipation of future stress that 
is at the core of the disorder. Hypervigilance, attention narrowing, and distortions in the processing of 
information are features of anxious apprehension (Jones & Barlow, 1990).  
 In terms of a biological model to address the development of arousal symptoms, van der Kolk, 
Boyd, Krystal, and Greenberg (1984) suggested that PTSD shares commonalties with the animal model of 
inescapable shock. Both entail exposure to severe and uncontrollable stress. Van der Kolk et al. (1984) 
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theorized that PTSD symptoms result from changes in neurotransmitter activity. Exaggerated startle 
response, aggressive outbursts, and hyperamnesia are thought to be associated with noradrenergic over 
activity at the time of the trauma followed by depletion of these brain biochemicals. Decreases in the 
central nervous system levels of noradrenalin are hypothesized to account for symptoms such as anhedonia, 
social withdrawal, and affective numbing. Endogenous opiates released during reexposure result in stress-
induced analgesia. Subsequent depletion of the endogenous opiates is experienced by the individual as 
aversive. This process contributes to the setting up of a cycle of behavior in which the victim may seek 
exposure to stress repeatedly in an attempt to regain the analgesic effects (van der Kolk et al., 1984). 
 Yehunda et al. (1990) provided further biological indicators by exploring the neurohormonal 
effects of trauma. They reported that in those with PTSD, the adrenal glands do not release enough cortisol 
to halt the alarm reaction produced by a stressor. Yehunda et al. (1990) indicated that individuals with 
PTSD have lower cortisol than controls and even those with other psychological problems such as 
depressions. The conclusion was made that on a chemical level the continued alarm reaction typical of 
PTSD is due to a deficiency of cortisol production.  
4.1.8  Criterion E 
 For the PTSD diagnosis to be assigned, the duration of symptoms must last for at least 1 month 
(DSM-IV, 1994).  
4.1.9  Criterion F 
 To meet the last criteria, the individual must experience significant social, occupational, or other 
distress as a result of these symptoms (DSM-IV, 1994). Kernberg (1975) provided an explanation of 
possible factors that may contribute to problems in social or interpersonal functioning. Kernberg stated on a 
cognitive level, people’s life experiences shape the schemas and assumptions they make about the world. 
Trauma-based internal schema can exist in a parallel manner with non-trauma based schemes, however 
they can be activated in a state-dependent manner. Moreover, high levels of competence often exist side by 
side with self-hatred, lack of self-care, and interpersonal cruelty. Many individuals who were traumatized 
in their own families had great difficulty taking care of their own basic needs for hygiene, sleep, and self-
protection, even if they are responsive to other people’s needs. Kernberg further stated many repeat their 
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family patterns of interpersonal relationships as they may alternate between playing the role of victim and 
perpetrator, often justifying their behavior by their feelings of betrayal and helplessness (Kernberg, 1975).  
 Important animal and human research confirms that learned helplessness is a phenomenon present 
in the response to trauma. It has been repeatedly demonstrated that in an environment in which some 
important outcome is beyond control, an animal will give up trying to alter its situation and will come to 
expect nothing it can do will change the outcome. The animal learns to be helpless. This helplessness 
persists even when the conditions change and the animal could regain control in the environment. Repeated 
experiences with such helplessness produced learning, motivational, and emotional problems in animals 
and humans (Seligman, 1992). Bloom (1997) elaborated on this notion in that when people are traumatized 
they are exposed to an acute experience of impaired self-efficacy and helplessness. They were unable to 
prevent or terminate the traumatic experience as they had no control over what was happening to them. 
Bloom (1997) provided the example that for children raised in abusive or neglectful homes, they fail to 
achieve a feeling of efficacy which often pervades their entire development. 
4.1.10 Partial PTSD 
An important diagnostic issue to be considered is partial versus full Posttraumatic Stress Disorder. 
Traumatic experiences are not rare. The rates of PTSD in non-clinical samples and in the general 
population may be much higher than recognized. Considering partial PTSD may have implications in terms 
of how well a traumatized individual functions socially, personally, and occupationally.  Research has 
indicated there is clinical importance of subthreshold or subsyndromal variants of PTSD or partial PTSD.  
Stein et al. (1997) conducted the first study that examined full and partial PTSD in a community sample. 
The study sought to determine the prevalence, relative importance, and functional significance of full 
versus partial PTSD. These researchers administered a standardized telephone interview consisting of a 
series of trauma probes as well as the Modified PTSD Symptom Scale to 1,002 men and women in a 
midsized Canadian city. Full PTSD referred to PTSD as defined by DSM-IV, including criteria regarding 
duration (criterion E) and impairment and/or distress (criterion F). Partial PTSD was defined as persons 
who met the DSM-IV PTSD criteria except they lacked one or two of the necessary three criterion C 
symptoms (avoidance/numbing) and/or they lacked one of the necessary two criterion D symptoms 
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(increased arousal). Persons were required to have at least one symptom in each category to qualify as 
having partial PTSD.  
Stein et al.’s (1997) results estimated prevalence of full PTSD to be 2.7% for women and 1.2% for 
men. The prevalence of partial PTSD was 3.4% for women and 0.3% for men. Interference with work or 
school was significantly more pronounced in persons with full PTSD. Individuals with partial PTSD were 
significantly more occupationally impaired than traumatized persons without PTSD. The authors concluded 
that individuals with partial PTSD, although somewhat less impaired than persons with the full syndrome, 
nonetheless exhibited clinically meaningful levels of functional impairment in association with their 
symptoms. The subthreshold form of PTSD was found to be significantly greater in women than men. The 
authors stated that this difference may be attributed to women experiencing more traumas in the area of 
sexual abuse and assault (Stein et al., 1997). Partial PTSD is relevant to the present investigation, as the 
severity of PTSD symptoms was a consideration. 
4.2 Substance Use Disorder Symptomotology 
According to the American Psychological Association (1994), Substance-Related Disorders are those 
disorders related to the consumption of a drug of abuse, which includes alcohol, side effects of a 
medication, and toxin exposure. There are 11 classes of substances recognized by the DSM-IV (1994) 
which include the following: alcohol; amphetamine or similar acting sympathomimetics; caffeine; 
cannabis; cocaine; hallucinogens; inhalants; nicotine; opioids; phencylidine or similarly acting 
arylcyclohexylamines; and sedative, hypnotics, or anxiolytics. Substance abuse and dependence disorders 
refers to a cluster of cognitive, behavioral, and physiological symptoms and maladaptive patterns of 
substance use that result in recurrent and negative consequences for the individual or others around him or 
her or in clinical impairment (APA, 1994). Symptoms of substance abuse focus on the individual’s social, 
work, or personal role functioning and on harmful consequences. Diagnostic criteria for substance 
dependence include physical and psychosocial symptoms and address an individual’s control of and 
involvement with the substance. 
4.2.1 Definition and Criteria of Substance Abuse Disorder 
 The DSM-IV defines substance abuse as characterized by the presence of at least one specific 
symptom indicating that substance use has interfered with the person’s life. People cannot meet the 
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diagnosis of substance abuse for a particular substance if they meet the criteria for dependence on the same 
substance (APA, 1994). The following is a description of the full criteria for substance abuse disorder. 
4.2.2 Criterion A 
The first criteria specifies the presence of a maladaptive pattern of substance use leading to 
clinically significant impairment or distress, as manifested by one, or more, of the following, occurring 
within a 12 month period: 
a.) Recurrent substance use resulting in a failure to fulfill major role obligations at work, school, 
or home (e.g., repeated absences or poor work performance related to substance use; 
substance-related absences, suspensions, or expulsions from school; neglect of children or 
household). 
b.) Recurrent substance use in situations in which it is physically hazardous (e.g., driving an 
automobile or operation of a machine when impaired by substance use). 
c.) Recurrent substance-related legal problems (e.g., arrests for substance-related disorderly 
conduct). 
d.) Continued substance use despite having persistent or recurrent social or interpersonal 
problems caused or exacerbated by the effects of the substance (e.g., arguments with spouse 
about consequences of intoxication, physical fights). 
4.2.3  Criterion B 
 The symptoms above never met the criteria for substance dependence for this class of substance 
(DSM-IV, 1994). 
4.2.4  Substance Dependence Disorder 
 The DSM-IV defines substance dependence as a maladaptive pattern of substance use, leading to 
clinically significant impairment or distress as manifested by three or more of the following, occurring at 
any time in the same 12-month period: 
1.) tolerance, as defined by either of the following: 
a) a need for markedly increased amounts of the substance to achieve intoxication or desired effects 
b) markedly diminished effect with continued use of the same amount of the substance 
2.) withdrawal, as manifested by either of the following: 
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a.) the characteristic withdrawal syndrome for the substance 
b.) the same or closely related substance is taken to relieve or avoid withdrawal 
3.) the substance is often taken in larger amounts or over a longer period than was intended 
4.) there is a persistent desire or unsuccessful efforts to cut down or control substance use 
5.) a great deal of time is spent in activities necessary to obtain the substance (e.g., visiting multiple 
doctors or driving long distances) use the substance (e.g., chain-smoking), or recover from its effects 
6.) important social, occupational, or recreational activities are given up or reduced because of substance 
use 
7.) the substance use is continued despite knowledge of having a persistent or recurrent physical or 
psychological problem that is likely to have been caused or exacerbated by the substance (e.g., current 
cocaine use despite recognition of cocaine-induced depression, or continued drinking despite 
recognition that an ulcer was made worse by alcohol consumption) 
 The diagnostic specifier, with Physiological Dependence, is used when Substance Dependence is 
accompanied by evidence of tolerance or withdrawal. The specifier, without Physiological Dependence, is 
used when there is no evidence of tolerance or withdrawal. In addition, there are course specifiers used only 
after none of the criteria for either of the Substance Use Disorders have been present for at least one month. 
These course specifiers include the following: Early Full Remission, Early Partial Remission, Sustained 
Full Remission, Sustained Partial Remission, On Agonist Therapy, and In a Controlled Environment.  
4.3 Co-Occurrence of PTSD and SUD in the General Population 
 The Epidemiologic Catchment Area Study (ECA) conducted by Helzer et al. (1987) was the first 
noninstitutionalized population survey of PTSD prevalence. It used a sample of 2,943 participants in St. 
Louis. The researchers used the DIS to assess PTSD and diagnoses were based on the DSM-III. Helzer et 
al. (1987) estimated the lifetime prevalence of PTSD to be 0.5% among men and 1.3% among women. 
With respect to comorbidity, the ECA survey reported the relative odds of experiencing a drug disorder 
among subjects with PTSD compared to those without PTSD was 2.2 (5.0 among men and 1.4 among 
women). The relative risk of experiencing alcoholism among subjects with PTSD compared with those 
without PTSD was 1.6 (1.9 among men and 2.8 among women).  
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The National Comorbidity Survey (NCS) conducted by Kessler, Sonnega, Bromet, Hughes, and 
Nelson (1995) was designed to be representative of the entire population of the United States. Kessler et al. 
(1995) collected data from a representative national noninstitutionalized sample of 5,877 men and women 
between the ages of 15 and 54 years old. The researchers used DSM-III-R criteria and the UM-CODI and 
the Revised DIS to assess PTSD. The NCS study produced a lifetime PTSD prevalence estimate of 5.0% 
among men and 10.4% among women. Lifetime prevalence of trauma exposure was estimated to be 60.7% 
for men and 51.2% for women. The majority of those who reported one trauma reported multiple traumas. 
Overall the risk of developing PTSD conditioned on trauma exposure was estimated to be 8.1% for men 
and 20.4% for women.  Kessler et al. used upper and lower bounds for the proportion of comorbid PTSD 
and SUDs in which PTSD occurred first. The estimates for men ranged from 52.7% to 65.3%, and the 
estimates for women ranged from 65.1% to 84.3%. These results suggested that PTSD predates SUD in the 
majority of individuals who have both PTSD and SUD.     
There is limited research on the understanding of the factors that contribute to the high 
comorbidity rates of PTSD and SUD in women. Najavitis, Weiss, and Shaw (1999) examined the clinical 
characteristics of women with PTSD and SUD. Their research consisted of a cross-sectional evaluation of 
two groups: a dual-diagnosis group with current PTSD and Substance Dependence and a single-diagnosis 
group of current PTSD alone. Subjects were recruited on the grounds of McLean Hospital in Belmont, 
Massachusetts. A total of 57 adult women participated. Twenty-eight of the women met DSM-IV criteria 
for both PTSD and Substance Dependence, which constituted the dual diagnosis group, and 29 women who 
met the DSM-IV criteria for current PTSD but had no lifetime history of SUD constituted the single-
diagnosis group. The findings of this study indicated the dual-diagnosis group demonstrated a more severe 
clinical profile on all variables than did the single-diagnosis group including worse life conditions, greater 
criminal behavior, a higher number of suicide attempts, a greater number having a sibling with a drug 
problem, and fewer outpatient psychiatric treatments. Najavits et al. (1999) also found that the dual-
diagnosis group reported more current legal problems. This finding was assumed to be a function of the 
association between substance use and criminal charges such as drug possession and stealing to obtain 
money for drugs. The authors suggested this may represent a form of self-medication to relieve negative 
psychiatric symptoms particularly as it was found that PTSD onset preceded substance use disorder for 
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61% of the dual-diagnosis sample. The groups did not differ however in the areas of trauma history, PTSD 
severity, family history of substance abuse, current psychiatric symptoms, suicidality, or coping style. The 
research concluded for the women in this study that PTSD diagnosis was responsible for the severity of the 
clinical profile for both groups, and substance abuse added little in terms of the clinical profile.  
 The results of Najavits et al. (1999) raise important questions in regards to the study of female 
offenders. If women in the general population who have SUD and PTSD do not significantly differ in terms 
of their clinical profile than women who have PTSD alone, then do women offenders who have the dual 
diagnosis differ in their clinical profile? Since women offenders have a higher percentage of the dual 
diagnosis than women in the general population are their unique factors that may account for their 
involvement in criminal behavior? Could a maladaptive coping style or tendency to self-medicate 
psychiatric symptoms be more prominent in female offenders than in the general population of women? 
The following examines the limited research of the comorbid diagnosis of PTSD and SUD in the female 
offender population.   
4.4 Co-Occurrence of PTSD and SUD in the Female Offender Population  
 As reported, SUDs and PTSD are the most prevalent disorders in the population of female 
offenders. Although well documented in the general population, only two studies have been conducted 
examining the prevalence of the comorbid diagnosis of PTSD and SUD among female offenders. The 
following presents the studies that have examined the dual diagnosis of women offenders. 
 The relationship between PTSD and SUD was investigated by Raeside (1994) in which 43 female 
prisoners in South Australia were used. Of the 43 subjects, 35 had a current PTSD diagnosis as assessed by 
the CIDI, and of those, 25 had a history of PTSD and substance abuse. The majority of women were 
victims of child abuse and their PTSD manifested in their early adolescence. The pattern of substance abuse 
then emerged, which appeared to contribute to their criminal behavior according to Raeside. Moreover, 
domestic violence, rape and assault followed. Twenty of the 25 with the comorbid disorder were victims of 
intentional violence against themselves as well. Raeside concluded women offenders are at high risk for the 
specificity of the relationship between PTSD and SUD, and this is more robust than the relationship 
between substance abuse and other psychiatric disorders.  
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Zlotnick (1997) conducted a study that examined data on the frequency and types of traumatic 
events experienced by a sample of convicted women prisoners. Included was information on the frequency 
of PTSD, the presence of PTSD comorbidity and the relationship between childhood abuse and associated 
features of trauma. The study used 85 randomly selected female prisoners from the Correctional Institution 
for Women in Rhode Island. Drug-related offenses were the most common (34.1%) and more than two- 
thirds of the subjects had prior histories of incarceration. The study examined psychiatric conditions using 
the SCID and traumatic events were assessed by the Clinician-Administered Assessment Interview for 
Adults. To assess affect dysregulation, dissociative experiences, and somatization, the Structured Interview 
for Measurement of Disorders of Extreme Stress (SIDES) was administered. Results indicated that 41 
(48.2%) of the women met criteria for current PTSD and 17 (20.0%) for lifetime PTSD. Moreover, 74 
(87.1%) of the women reported at least one lifetime traumatic event while most reported multiple traumas. 
Zlotnick found through using logistic regressions the odds of the following disorders were significantly 
higher for those subjects with past or current PTSD compared with those without PTSD: current major 
depression, past substance use, and borderline personality disorder. In specific regards to the comorbid 
diagnosis of PTSD and SUD, Zlotnick found the inmates with current or lifetime PTSD were significantly 
more likely to have a current SUD compared with those without PTSD (91.4% of women with PTSD 
reported a history of SUD in contrast to 66.7% of women without PTSD). Women who had childhood 
sexual abuse had a higher frequency of these symptoms when compared with women without childhood 
abuse. Zlotnick concluded incarcerated women with histories of early abuse, compared with those without 
such history, were more likely to suffer from a myriad of psychological problems that included the 
presence of PTSD as well as a greater severity of affect dysregulation, dissociative experiences, and 
somatization. Incarcerated women with past or current PTSD compared with those without PTSD had a 
greater likelihood of comorbid major depression, borderline personality disorder, and in particular, lifetime 
substance use before incarceration. 
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5. CHAPTER FIVE: The Self-Medication Hypothesis  
The hypotheses of the present study are based on the self-medication hypothesis. This chapter 
describes the self-medication hypothesis and its application to the relationship among PTSD, SUDs, and 
criminal behavior.  
5.1  The Self-Medication Hypothesis 
Khantzian (1985) proposed a self-medication theory of substance abuse and suggested that drugs 
of abuse are selected according to their specific psychotropic effects. The effects of substances, in 
particular heroin and cocaine, also interact with psychiatric symptoms. The interaction ultimately makes 
using these drugs more compelling to individuals who are looking to alleviate distressful symptoms. There 
is evidence that the drug an individual comes to rely on is not a random choice. Although addicted 
individuals experiment with a variety of substances, most prefer one substance. This tendency is called the 
“self-selection” process. Narcotic and cocaine addicts’ reports of their subjective experiences with these 
drugs speaks to how addicts cope with overwhelming affects, relationships, and behavioral disturbances. 
For example, narcotics may be used to cope with pain, stress, and dysphoria but opiates have an 
antiaggression and antirage action. This conclusion was based on observations of 200 addicts whose 
histories included problems with rage and violent behavior predating their addiction. In addition, a trend of 
intense and unusual exposure to extreme aggression and violence in their early family life, and the 
environment outside their homes (e.g., being the subject and the perpetrator of physical abuse, brutality, 
violent fights, and sadism) was recognized. The subjects reported that opiates helped them to feel normal, 
calm, soothed, and relaxed. In terms of cocaine, which is the reported drug of choice for many female 
offenders, the drug has energizing properties that help one to overcome fatigue associated with depression. 
Cocaine use leads to increased feelings of assertiveness, self-esteem, and frustration tolerance. Moreover, 
certain individuals use cocaine to enhance a hyperactive, restless lifestyle or an exaggerated need for self-
sufficiency. Khantzian concluded that although there are other determinants of addiction, self-medication is 
one of the more compelling explanations for compulsive substance use and dependency on substances. In 
addition, addicts are attempting to medicate themselves for a range of psychiatric conditions or painful 
emotional states rather than just looking for an escape or feeling of euphoria. 
 55
 Studies have examined the application of the self-medication theory to individuals with PTSD and 
SUD. Chilcoat and Breslau (1998) studied the causal pathways between PTSD and SUDs. The study 
consisted of a five-year longitudinal study of PTSD using a sample of 1,007 persons from a health 
maintenance organization in Michigan. The participants were assessed at baseline when they were between 
the ages of 21 and 30. Chilcoat and Breslau (1998) used the data to investigate the following hypotheses: 
1.) Self-medication hypothesis: Individuals with PTSD use psychoactive substances in an attempt to control 
painful symptoms. 2.) High-risk hypothesis: Drug use is a high-risk behavior that increases individuals’ 
risk for exposure to trauma. 3.) Susceptibility hypothesis: Drug users become more susceptible to PTSD 
following trauma exposure.  The findings of this study provided greater support for the self-medication 
hypothesis. Chilcoat and Breslau’s study found that there was a fourfold increase in the risk of SUD for 
respondents with a history of PTSD compared with those without PTSD. The failure of drug 
abuse/dependence to predict an increased risk of traumatic events or PTSD provided little evidence in favor 
of the high-risk or vulnerability hypotheses. 
The self-medication theory appears to be the most salient explanation for the high rates of PTSD 
and SUD. The hypothesis suggests that an individual exposed to trauma, develops PTSD, and then uses 
substances to cope with trauma-related symptoms and painful emotional states. While the substances may 
provide short-term relief, the cessation of the drug or alcohol triggers the re-emergence of PTSD 
symptoms. Moreover, with continued use, the likelihood of the individual acquiring a SUD over time is 
high. As time progresses the substance use may also exacerbate some PTSD symptoms. Cocaine could 
increase arousal symptoms and withdrawal from alcohol could trigger increased nightmares and/or 
flashbacks. Although, the comorbid diagnosis can lead to criminal involvement by means of drug 
possession, trafficking charges, or other crimes committed to obtain money for drugs, this does not happen 
for all women in the general population.  
.
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6. CHAPTER SIX: Methodology 
The preceding literature review reported a significant increase in the number of women 
incarcerated in U.S. prisons over the past two decades. A remarkably high percentage of those women have 
experienced victimization as children and adults. In addition, these women often enter prison with existing 
substance use problems.  Psychiatric morbidity is indeed also very common among incarcerated women, as 
Substance Use Disorders (Abuse or Dependence) and Posttraumatic Stress Disorder have been documented 
as the most prevalent clinical disorders among this population.  In spite of the growing demand for services 
to address the needs of incarcerated women particularly those with PTSD, SUD, or both, resources for 
treatment remain sparse. Although SUDs and PTSD are the most frequently occurring clinical disorders 
among incarcerated women and perhaps the key causes of recidivism, very little data has been reported 
regarding the prevalence of SUD and PTSD comorbidity within this population. Based on the high rates of 
comorbidity of PTSD and SUD in the general population of women, and the fact that incarcerated women 
also report high rates of  SUD and PTSD, the dual diagnoses of SUD and PTSD is a likely phenomenon 
among women prisoners albeit an understudied one. The impact of this dual diagnosis on criminal behavior 
has also been neglected in the research. In addition, to date, there are no empirically validated treatments to 
address comorbid SUD and PTSD in this population. Historically, the majority of prison-based programs 
have been designed for male inmates with substance abuse problems and do not systematically address the 
victimization issues or the specific characteristics of women. 
This study was an investigation of the relationship among women’s victimization experiences, 
substance use, and criminal behavior, which was based on the self-medication hypothesis. The self-
medication hypothesis suggests that when an overwhelming traumatic event is experienced, the survivor 
may use drugs or alcohol to treat the distressing symptoms of PTSD. Comorbid substance dependence 
could then lead to criminal involvement to obtain drugs or drug money to support the addiction. Excessive 
anger and risk-taking behavior stemming from past victimization could also increase the risk for arrest.  
The purpose of this study was to investigate the impact of PTSD and SUDs on female offending 
behavior patterns. The results have implications for assessment and treatment approaches designed for 
women offenders. This study, which was based on the self-medication hypothesis, specifically examined 
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the mediating and moderating role of SUD symptom severity in the relationship between PTSD symptom 
severity and criminal behavior. 
The measures used to determine the severity of symptoms were The Posttraumatic Diagnostic 
Scale (PDS) (Foa et al. (1997) and The Substance Abuse Subtle Screening Inventoy-3 (SASSI-3) (Miller, 
1985).  The Global Severity Index in the Brief Symptom Inventory (BSI) (Derogatis, 1975) was used to 
determine the overall level psychological distress. To evaluate the mediating and moderating role of SUD 
symptom severity, multiple regression analyses were used. The frequency of criminal behavior was 
obtained from each inmate’s Pre-Sentence Investigation.  As some individuals were arrested but never 
convicted and also had multiple offenses, two measures were used for the frequency of criminal behavior. 
The first was the total number of convictions for felonies, and the second was the total number of 
convictions for misdemeanors and felonies. Severity of criminal behavior was determined by the Offense 
Gravity Score, which was assigned by the Commonwealth of Pennsylvania’s Commission on Sentencing 
for each conviction on the inmate’s record. For the purposes of this study two measures of severity of 
criminal behavior were used. The first was the highest Offense Gravity Score across all convictions, and 
the second was the highest Offense Gravity Score for the instant offense. An important note regarding the 
selection of measures, aside from their psychometric properties, was their ability to be administered in a 
time efficient manner as this was an institutional and attentional issue when evaluating subjects in the 
criminal justice system. This study investigated the following hypotheses: 
First-Order Hypothesis: 
 There is a relationship between PTSD symptom severity, SUD symptoms severity, and the 
frequency and severity of female criminal behavior. 
Second-Order Hypotheses: 
1.) There is a relationship between PTSD symptom severity, SUD symptom severity, and the 
frequency of criminal behavior. The aim of this hypothesis is to determine whether SUD symptom 
severity mediates or moderates the relationship between PTSD symptom severity and the 
frequency of criminal behavior. 
2.) There is a relationship between PTSD symptom severity, SUD symptom severity, and the severity 
of criminal behavior. The aim of this hypothesis is to determine whether SUD symptom severity 
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mediates or moderates the relationship between PTSD symptom severity and the severity of 
criminal behavior. 
6.1 Participants 
The sample consisted of 55 female inmates from a county prison in southeastern Pennsylvania. 
Eligible participants were age 18 or over. Women who had significant cognitive impairment or acute 
psychosis were excluded from this study. This was established by the ability of each participant to 
comprehend and sign the consent form as well as understand the directions for each measure. 
The sample size was determined based on power of .80, alpha=.05, moderate effect size (f 
squared=.15), and assuming no measurement error in the predictors. These guidelines were suggested by 
Cohen (1988) and Aiken and West (1991) when investigating interactions through multiple regression 
analysis. 
6.2 Procedures 
Eligible women were recruited through individual letters reassuring them that all female inmates 
would be asked to volunteer for this study, and they were not being singled out in any way. Inmates were 
informed they would be contacted to meet with the interviewer who would describe the study in more 
detail. Upon the initial contact with the inmate, verbal and written explanations of the study were provided, 
confidentiality assured, and written consent was obtained. Potential participants were informed at that time 
that with their consent, they were willing to participate in the interview process as well as that they 
understood their criminal records would be reviewed for background information and arrest history.  
Prospective participants were told that their information would not be shared with anyone (e.g., prison staff, 
lawyers, parole officer, Judges, Children and Youth Services, family members). Subjects were also 
informed that their participation in the study would not impact their parole. Moreover, due to prison policy, 
no monetary compensation, tangible items, or privileges were awarded to participants for their 
participation. The interviewer emphasized the procedure was voluntary and that they could withdraw at any 
time without penalty.  
Upon agreement, participants were individually interviewed and assessed. A debriefing period was 
included to provide closure after discussing traumatic events. The debriefing session included a detailed 
explanation of the rationale of the study as well as the implications for the establishment of treatment 
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programs that better address the mental health and substance abuse needs of women in prison. The 
debriefing session also provided the participant with contact information for the prison psychologist in the 
event they wished to talk about feelings that may have emerged as a result of talking about their traumatic 
experiences. Each participant was also asked to not discuss the procedure in detail with other inmates so as 
to not influence the experience of other participants. Interviews of the female inmates were conducted at 
the county prison in a private interview room. Each participant was interviewed once for approximately 1.5 
hours. 
6.3 Measures 
 The Pre-Sentence Investigation (PSI) was used to obtain demographic information on each subject 
and served as the primary measure of frequency of criminal behavior. This measure was administered to all 
inmates in the county prison. This document is included in their criminal records. Demographic 
information obtained from this measure included the following: age, race, education level, socioeconomic 
status, number of children, and marital status. The PSI also contained information on their substance abuse 
and mental health history, which included documentation of the diagnosis, medication, and treatment 
history. Criminal record information included offense and disposition log (sentence record). Frequency of 
criminal behavior was measured in two ways: the total number of convictions for felonies, and the total 
number of convictions for misdemeanors and felonies. 
 The Offense Gravity Score (OGS) was used to measure the severity of criminal behavior. An 
OGS was assigned for each offense for which the inmate had been convicted. This score is a standard 
measure of severity of crime designed by the Commonwealth of Pennsylvania’s Commission on 
Sentencing (1997). The OGS measures the seriousness of the current conviction and is the primary 
determinant of the suggested guideline sentence ranges. The OGS is assigned to the offense for which the 
defendant is actually convicted, not the offense charged. There is a single correct OGS for each convicted 
offense. The OGS ranges from 1, the lowest possible, to 14, the highest possible. For example, Possessing 
Instruments of Crime is assigned the OGS of 4, Voluntary Manslaughter is assigned the OGS of 11, and 
Attempt/Solicitation/Conspiracy to Commit First Degree Murder is assigned the OGS of 14. The OGS is 
assigned only to misdemeanor and felony convictions. As a result, murder in the first degree and murder in 
the second degree do not have an OGS. Because OGS was a continuous variable of severity in this study, 
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murder in the second degree was assigned the value of 15, and murder in the first degree was assigned the 
value of 16. In addition, as summary offenses do not carry an OGS, these offenses were assigned a 0. 
Severity of criminal behavior was measured in two ways: the highest OGS across all convictions past and 
present, and the OGS for the instant offense.  
The Global Severity Index in The Brief Symptom Inventory (BSI) (Derogatis, 1975) was used to 
measure the overall level psychological distress. The BSI was designed to detect psychological symptoms 
in psychiatric and medical patients. It is a short form self-report measure that may be used for a single, 
point-in-time assessment of an individual's clinical status. The measure takes approximately eight to ten 
minutes to complete and consisted of 53 items on a 5-point rating scale of distress (0-4), ranging from not 
at all (0) to extremely (4). Participants were asked to consider “the past seven days including today” when 
providing responses. The BSI examines 9 primary symptom dimensions (Somatization, Obsessive-
Compulsive, Interpersonal Sensitivity, Depression, Anxiety, Hostility, Phobic Anxiety, Paranoid Ideation, 
and Psychoticism) and 3 global indices (Global Severity Index, Positive Symptom Distress Index, and a 
Positive Symptom Total). Internal consistency reliabilities (Cronbach’s alpha) are reportedly acceptable, 
ranging from a low of .71 on Psychoticism to a high of .83 on Obsessive-Compulsive. The test-retest 
reliabilities are also reportedly good, ranging from a low of .68 on Somatization to a high of .91 on Phobic 
Anxiety. The three global scores all have test-retest reliabilities above .80. The reported correlations ranged 
from .30 to .72 with the most relevant average score correlations averaging above .5 (Derogatis, 1993). For 
the purposes of this study, the Global Severity Index score was used as the measure of overall 
psychological distress. A score greater than 63 indicated severe psychological distress. 
The Posttraumatic Stress Diagnostic Scale (PDS) (Foa et al., 1997) was used to measure the severity 
of PTSD symptoms related to a single identified traumatic event. The PDS could also be used to make a 
preliminary DSM-IV diagnosis for PTSD. This measure was unique in that it assessed all of the DSM-IV 
criteria for PTSD. In addition to measuring the severity of PTSD symptoms, this measure inquired about 
the experience of Criterion A traumatic events, duration of symptoms, and the effects of symptoms on daily 
functioning. The PDS consists of 49 items and takes 10-15 minutes to complete. For each item, the 
participant gave a severity rating that largely reflected the frequency of symptoms experienced (from 0= 
“Not at all or only one time” to 3= “5 or more times a week/almost always”). The PDS yielded total 
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severity scores ranging from 0 to 51 that largely reflected the frequency of symptoms. PDS Profile Reports 
also provided a preliminary determination of DSM-IV PTSD diagnostic status, a count of the number of 
symptoms endorsed, a rating of symptom severity, and a rating of the level of impairment of functioning. 
The PDS has been validated among populations who experienced the following traumatic incidents; 
accident/fire, natural disaster, nonsexual assault, sexual assault, combat, sexual abuse, and life threatening 
illness. Evidence of internal consistency includes a Cronbach’s alpha value of .92 for the total score, and 
values ranging from .78 to .84 for cluster subscale scores (Foa, Cashman, Jaycox, and Perry, 1997) 
Evidence for consistency over time included a 2 to 3 week test-retest reliability correlation for total score of 
.83. Evidence of concurrent validity was shown for PTSD symptom severity scores when the PDS was 
compared with other measures of psychopathology. Higher PTDS total and cluster scores were associated 
with greater depression on the Brief Depression Inventory, higher state and trait anxiety on the State Trait 
Anxiety Inventory, and higher scores on the Revised Impact of Events Scale intrusion and avoidance scales 
(Foa et. al. 1997). For the purposes of this study the symptom severity score was used. Scores less than or 
equal to 10 indicated mild PTSD symptom severity, scores greater than or equal to 11 and less than or 
equal to 20 indicated moderate severity, scores greater than or equal to 21 and less than or equal to 35 
indicated moderate to severe severity, and scores greater than or equal to 36 indicated severe symptom 
severity (Foa, 1995). 
The Substance Abuse Subtle Screening Inventory-3 (SASSI-3) (Miller, 1997) is a brief 
screening measure used to identify individuals with a high probability of having a substance use disorder. 
The SASSI-3 is comprised of obvious items that ask clear and direct questions about an individual’s degree 
and frequency of substance abuse. The SASSI-3 also includes subtle items that are useful in identifying 
persons who are experiencing difficulties with substance abuse, but are unwilling or unable to acknowledge 
them. The SASSI-3 takes approximately 15 minutes to complete. The SASS-3 consists of 14 face valid 
items that ask direct questions about substance dependence. The SASSI-3 is further divided into items 
related to alcohol and items related to other drugs. The measure also consists of 67 items that are supposed 
to be indirect or nonmanifest in their relationships to substance dependence. The face valid items are rated 
on a 4-point scale of frequency and the other items require a true or false response. Individuals are asked to 
respond to the items as they relate to their entire life. The SASSI-3 is comprised of 10 scales which 
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measure the following dimensions: face valid alcohol, face valid other drugs, symptoms, obvious attributes, 
subtle attributes, supplemental addiction measure, family vs. control measure, correctional, and random 
answering. Based upon the configuration of scales, decision rules are used to measure the degree to which 
the individual’s response patterns are similar to persons with substance dependence problems. In terms of 
psychometric studies of the SASSI-3, Lazowski, Miller, Boye, and Miller (1998) found a 95% concordance 
between SASSI-3 inferences and clinical diagnoses of substance dependence among the measure’s 
development sample of 2,015 respondents, most of whom were in addiction treatment facilities and general 
psychiatric hospitals. The SASSI-3 had a sensitivity of 96% and a specificity of 93%. Its retest reliability in 
a sample of 40 of the development respondents assessed two weeks apart was in the range of .92 to 1.00 
(Lazowski et al. 1998).  For the purposes of this study, participants were categorized (i.e., no evidence, low 
probability or high probability of substance disorder), based on their scores on each dimension. 
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7. Results 
7.1 Summary of Sample Characteristics 
 Table 1 presents a detailed summary of the sample demographics for this study (N=55). Table 2 
summarizes their prior treatment history. Table 3 presents the summary of PTSD severity category, 
substance use severity category, and drug of choice reported by the participants. The participants in the 
sample were predominately between the ages of 28 and 42 years (40%), single, divorced, or separated 
(66%), mothers (91%), unemployed prior to incarceration  (67 %), and had less than a 10th grade education 
(40%). Race was generally evenly represented among Caucasian (35%), Black (33%), and Hispanic or 
Biracial (34%). Most participants had a prior history of drug and alcohol treatment (67%), mental health 
treatment (62%), and were prescribed psychotropic medication at some point in their lives (67%), however, 
only one-third of the subjects reported having dual diagnosis treatment (35%).  Most participants had a 
history of traumatic experiences (88%) and reported PTSD symptoms in the category of moderate to severe 
(35%) or severe (40%).  Moreover, most participants scored in the high category of substance use severity 
(89%) with cocaine-based substances as the most frequently reported drugs of choice (51%). 
  Thus, participants in this study were predominately young, single mothers with limited education, 
and were unemployed prior to incarceration. Most participants reported a history of victimization with 
severe trauma-related symptomotology, addiction to cocaine-based substances, and indicated some 
involvement in prior treatment. 
7.2  Results of Statistical Analyses 
 As a preliminary analysis, a one sample Kolmogorov-Smirnov test was conducted which revealed 
a non-normal distribution (p < .01) for the following variables: Highest Offense Gravity Score-Past and 
Present Offenses (OGS-P), Highest Offense Gravity Score –Current Offense (OGS-C), Felonies, and 
Felonies/Misdemeanors.  To meet the assumption of normality, square root transformations were applied to 
OGS-P, OGS-C and Felonies/Misdemeanors. Neither square root nor logarithmic transformation could be 
applied to Felonies; therefore, the assumption of normality could not be met and the results with respect to 
Felonies should be interpreted cautiously.   
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Table 1 
Sample Demographics  (N=55) 
 
 
 
Variable N Percent 
Age  
 
   Mean, SD 
 
35.8 yrs 
 
(SD=9.89) 
Race   
   Caucasian 19 35 
   Black 18 33 
   Hispanic/Biracial 18 33 
Marital Status   
   Single 16 29 
   Married/Significant Other 19 34 
   Divorced/Sep./Widow 20 37 
Number of Children   
   1 to 3 Children 29 53 
   4 or More Children 21 38 
Education Level   
   10th grade or less 22 40 
   High School Graduate 14 26 
   Some College 17 31 
   College Grad./Grad. Ed. 2 4 
Socioeconomic Status   
   Unemployed 37 67 
   Less than $25,000 16 29 
   Greater than $25,000 2 4 
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Table 2 
Prior Treatment History (N=55) 
 
 
 
Variable N Percent 
Drug and Alcohol Treatment   
   Yes 37 67 
   No 18 33 
Mental Health Treatment   
   Yes  34 62 
   No 21 38 
Psychotropic Medication   
   Yes 37 67 
   No 18 33 
Dual Diagnosis   
   Yes 19 35 
   No 36 66 
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Table 3 
PTSD Severity, Substance Use Severity, and Drug of Choice  (N=55) 
 
 
 
Variable N Percent 
PTSD Severity Category   
   No PTSD Symptoms 7 13 
   Mild 1 2 
   Moderate 6 11 
   Moderate to Severe 19 35 
   Severe 22 40 
Substance Use Severity Category   
   High  49 89 
   Low 6 11 
Drug of Choice   
   None Specified 3 6 
   Marijuana 11 20 
   Cocaine 10 18 
   Crack/Cocaine 18 33 
   Heroin 10 18 
   Alcohol 3 6 
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First-Order Hypothesis  
 The first-order hypothesis of this study stated that there was a relationship between PTSD 
symptom severity, SUD symptom severity, and frequency and severity of female criminal behavior.  
Correlations Between the Independent and Dependent Variables 
 To examine the first-order hypothesis, twenty-one correlations were conducted to determine if 
there were relationships among the independent and dependent variables. To control for Type I errors, the 
Bonferroni correction was used. With twenty-one tests, the alpha level was set at .002. Fifteen Pearson r 
correlations were conducted (see Table 4) to examine the relationships among OGS-P, OGS-C, Felonies, 
Felonies/Misdemeanors, PTSD Severity (PDS) and Global Severity Index (GSI). Significant positive 
relationships existed among OGS-P, OGS-C, Felonies, and Felonies/Misdemeanors, suggesting direct 
relationships among the variables.  A significant positive relationship also existed between PDS and GSI; 
as PDS increased, GSI also increased.  Six point biserial correlations were conducted to examine the 
relationship between substance use severity (SASSI-3, High vs. Low) and OGS-P, OGS-C, Felonies, 
Felonies/Misdemeanors, PDS, and GSI. No significant relationships were found after using the Bonferroni 
correction (see Table 4). However, with the alpha adjusted to .05, significant negative relationships were 
found between SASSI-3 and Felonies/Misdemeanors, OGS-P and PDS. Individuals who had low substance 
use severity (SASSI-3) also had fewer Felonies/Misdemeanors, a lower OGS-P, and a lower PDS score.  
 Thus, there appeared to be some relationship among the variables. As participants’ PTSD 
symptoms increased in severity so did their level of psychological distress. Moreover, as participants’ level 
of substance use severity decreased so did their level of PTSD symptom severity as well as their frequency 
and severity of criminal behavior. As there appeared to be a relationship among the variables, the second- 
order hypotheses were investigated.  
Second-Order Hypothesis 1   
 Second-order hypothesis 1 stated that there was a relationship between PTSD symptom severity, 
SUD symptom severity, and frequency of criminal behavior. The aim of this hypothesis was to determine 
whether SUD symptom severity mediated or moderated the relationship between PTSD symptom severity 
and frequency of criminal behavior as measured by the number of felonies as well as the number of 
felonies plus misdemeanors. Mediation analyses are presented first, followed by the moderation analyses. 
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Table 4 
Correlations among SASSI-3, Highest Offense Gravity Score-Past and Present (OGS-P), Highest Offense 
Gravity Score-Current Offense (OGS-C), Felonies, Felonies/Misdemeanors, PTSD Severity (PDS) and 
Global Severity Index (GSI) 
 
  Felonies OGS-C 
Felonies/ 
Misdemeanors PDS  GSI  SASSI-3 
       
OGS-P .56***      .53***        .72*** -.02    -.01      -.37**  
Felonies -- .36        .62*** -.13   -.12 -.19 
OGS-C -- -- .39 -.21   -.15 -.08 
Felonies/Misdemeanors -- -- -- -.04   -.06   -.33* 
PDS -- -- -- --   .68*   -.28* 
GSI  -- -- -- -- -- -.12 
 
Note. n = 55, *** p < .002. Bonferroni correction was used. The Bonferroni correction was not used for the 
point biserial correlations, therefore, ** p < .01 and * p < .05.
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Does SUD Severity Mediate the Relationship Between PTSD Severity and Number of Felonies? 
 Mediation analyses, as established by Baron and Kenny (1986), were conducted to determine if 
substance use severity (SASSI-3) mediates the relationship between PTSD Severity (PDS) and Felonies.  
Three regressions were conducted.  First, PTSD Severity (PDS) was used to predict SASSI-3; second, PDS 
was used to predict Felonies; and third, both PDS and SASSI-3 were used to predict Felonies. To establish 
mediation, several conditions had to be met.  Specifically, PDS had to separately influence SASSI-3 
(Equation 1) and Felonies (Equation 2); and SASSI-3 had to have a unique influence on Felonies while 
accounting for PDS (Equation 3).   
Mediation was established if the conditions were met and if there was a reduction in the effect of 
PDS on Felonies once SASSI-3 was added to the equation (this was assessed by comparing the second and 
third equations).  “Perfect” mediation would be indicated if PDS no longer had a significant influence on 
Felonies once SASSI-3 was added to the regression equation.  Examination of the Beta Coefficients (see 
Table 5) suggests that due to non-significant results for Equation 1, Equation 2, and Equation 3, the above 
criteria were not met. Therefore, substance use severity (SASSI-3) did not mediate the relationship between 
PTSD symptom severity (PDS) and the frequency of criminal behavior as measured by the number of 
Felonies.  
Does SUD Severity Mediate the Relationship Between PTSD Severity and Number of Felonies Plus 
Misdemeanors? 
Mediation analyses, as established by Baron and Kenny (1986), were also conducted to determine 
if substance use severity (SASSI-3) mediates the relationship between PTSD Severity (PDS) and 
Felonies/Misdemeanors.  Three regressions were conducted.  First, PTSD Severity (PDS) was used to 
predict SASSI-3; second, PDS was used to predict Felonies/Misdemeanors; and third, both PDS and 
SASSI-3 were used to predict Felonies/Misdemeanors.  Examination of the Beta Coefficients (see Table 6) 
suggests that due to non-significant results for Equation 1, Equation 2 and Equation 3, the criteria for 
mediation were not met. Therefore, substance use severity (SASSI-3) did not mediate the relationship 
between PTSD symptom severity (PDS) and the frequency of criminal behavior as measured by the number 
of  Felonies/Misdemeanors.
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Table 5 
Regression Analyses for Testing the Mediating Effects of SASSI-3 on the Relationship Between PDS and 
Felonies 
  
 Criterion Predictors B SE β T Sig. Exp (B) Wald 
         
Equation 1         
 SASSI-3 PDS -.054 .028 -- -- .055 .947 3.69 
Equation 2         
 Felonies PDS -.024 .025 -.128 -0.94 .350 -- -- 
Equation 3         
 Felonies PDS -.037 .026 -.198 -1.42 .161 -- -- 
  SASSI-3 -2.302 1.282 -.249 -1.80 .078 -- -- 
 
Note. Because SASSI-3 is a dichotomous variable (High vs. Low), logistic regression was conducted for 
equation 1.
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Table 6 
Regression Analyses for Testing the Mediating Effects of SASSI-3 on the Relationship Between PDS and 
Felonies/Misdemeanors 
  
 Criterion Predictors B SE  β  t Sig. Exp (B) Wald 
         
Equation 1         
 SASSI-3 PDS -0.05 .028 -- -- .055 .947 3.69 
Equation 2         
 Felonies/Misdemean. PDS -0.04 .067 -.093 -0.68 .500 -- -- 
Equation 3         
 Felonies/Misdemean. PDS -0.09 .067 -.177 -1.29 .202 -- -- 
  SASSI-3 -7.36 3.324 -.304 -2.22 .031 -- -- 
 
 
Note. Because SASSI-3 is a dichotomous variable (High vs. Low), logistic regression was conducted for 
equation 1.
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Although participants who had low substance use severity also had less PTSD symptoms and were 
convicted of fewer felonies and misdemeanors, the hypothesis that substance use severity acted as a 
mediator was not supported. Thus, substance use severity does not account for the relationship between the 
severity of PTSD symptoms and the frequency of criminal behavior. 
Does SUD Severity Moderate the Relationship Between PTSD Severity and Number of Felonies?  
Moderation analyses were used to determine if substance use severity (SASSI-3) moderates the 
relationship between PTSD severity (PDS) and Felonies. The moderation analysis was conducted using 
hierarchical regression with three distinct steps; where the main effect of the predictor variable was entered 
into the first block, the main effect of the influencing variable was entered into the second block, and the 
interaction term was entered into the third block. PDS and SASSI-3 were centered—the mean was 
subtracted from each score—to adjust for multicollinearity; centered scores were used for the analysis.  The 
interaction term—PDS multiplied by SASSI-3 —was also calculated using centered scores.  A hierarchal 
multiple regression was conducted where PDS was entered into the first regression block, SASSI-3 was  
entered into the second regression block, and the interaction of PDS and SASSI-3 was entered into the third 
block.    
 The first regression model was not significant, F (1, 53) = 0.88, p =.350, ns; and PDS predicted 
little (1.6%) of the variance in Felonies.  The second regression model was not significant, F (2, 52) = 2.08, 
p = .136, ns; and PDS and SASSI-3 predicted an additional 5.7% of the variance in Felonies.  The third 
regression model was also not significant, F (3, 51) = 1.42, p = .249, ns, and PDS, SASSI-3, and the 
PDS/SASSI-3 interaction term predicted only an additional 0.3% of the variance in Felonies.   
Beta coefficients are presented in Table 7, where examination of model three, the non-significant 
interaction term (β = .07, p = .688, ns) suggests that substance use severity (SASSI-3) does not moderate 
the relationship between PTSD symptom severity (PDS) and frequency of criminal behavior as measured 
by number of Felonies. 
Does SUD Severity Moderate the Relationship Between PTSD Severity and Number of Felonies Plus 
Misdemeanors? 
 The moderation analysis was also used to determine whether substance use severity (SASSI-3) 
moderates the relationship between PTSD severity (PDS) and Felonies/Misdemeanors.  A hierarchal 
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multiple regression was conducted where PDS was entered into the first regression block, SASSI-3 was 
entered into the second regression block, and the interaction of PDS and SASSI-3 was entered into the third 
block.    
The first regression model was not significant, F (1, 53) = 0.10, p = .757, ns; and PDS predicted only 0.2% 
of the variance in Felonies/Misdemeanors.  The second regression model was significant, F (2, 52) = 3.73, 
p< .05; and PDS and SASSI-3 predicted an additional 12.4% of the variance in Felonies/Misdemeanors.  
The third regression model was not significant, F (3, 51) = 2.52, p = .068, ns, and PDS, SASSI, and the 
PDS/SASSI-3 interaction term predicted only an additional 0.4% of the variance in 
Felonies/Misdemeanors.   
Beta coefficients are presented in Table 8, where examination of model three, the non-significant 
interaction term (β = .08, p = .643, ns), suggests that substance use severity (SASSI-3) does not moderate 
the relationship between PTSD symptom severity (PDS) and frequency of criminal behavior as measured 
by number of Felonies/Misdemeanors. 
Although participants who had low substance use severity also had less PTSD symptoms and were 
convicted of fewer felonies and misdemeanors, the hypothesis that substance use severity acted as a 
moderator was not supported. Thus, substance use severity does not affect the strength of the relationship 
between the severity of PTSD symptoms and frequency of criminal behavior. 
Second-Order Hypothesis 2  
 Second-order hypothesis 2 states that there is a relationship between PTSD symptom severity, 
SUD symptom severity, and severity of criminal behavior. Specifically, the aim of this hypothesis was to 
determine whether SUD symptom severity mediates or moderates the relationship between PTSD symptom 
severity and severity of criminal behavior. Severity of criminal behavior was measured in two ways: the 
highest Offenses Gravity Score across all convictions, and the highest Offense Gravity Score for the current 
offense. Mediation analyses will be presented first, followed by the moderation analyses. 
Does SUD Severity Mediate the Relationship Between PTSD Severity and the Most Severe Offense 
Across All Convictions? 
Mediation analyses, as established by Baron and Kenny (1986), were conducted to determine if 
substance use severity (SASSI-3) mediates the relationship between PTSD Severity (PDS) and OGS-P.  
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Three regressions were conducted.  First, PTSD Severity (PDS) was used to predict SASSI-3; second, PDS 
was used to predict OGS-P; and third, both PDS and SASSI-3 were used to predict OGS-P.  Several 
conditions had to be met for mediation to be established.  Specifically, PDS had to separately influence 
SASSI-3 (Equation 1) and OGS-P (Equation 2); and SASSI-3 had to have a unique influence on OGS-P 
while accounting for PDS (Equation 3).   
Mediation was established if these conditions were met and if there was a reduction in the effect of 
PDS on OGS-P once SASSI-3 was added to the equation (this was assessed by comparing the second and 
third equations).  “Perfect” mediation would be indicated if PDS no longer had a significant influence on 
OGS-P once SASSI-3 was added to the regression equation.  Examination of the Beta Coefficients (see 
Table 9) suggests that due to non-significant results for Equation 1, Equation 2, and Equation 3, the above 
criteria were not met. Therefore, and substance use severity (SASSI-3) did not mediate the relationship 
between PTSD symptom severity (PDS) and severity of criminal behavior for past and present offenses 
(OGS-P).  
Does SUD Severity Mediate the Relationship Between PTSD Severity and the Severity of the Current 
Offense? 
Mediation analyses, as established by Baron and Kenny (1986), were also conducted to determine 
if substance use severity (SASSI-3) mediates the relationship between PTSD severity (PDS) and OGS-C.  
Three regressions were conducted.  First, PDS was used to predict SASSI-3; second, PDS was used to 
predict OGS-C; and third, both PDS and SASSI-3 were used to predict OGS-C.  Examination of the Beta 
Coefficients (see Table 10) suggests that due to non-significant results for Equation 1, Equation 2 and 
Equation 3, the criteria for mediation were not met. Therefore, substance use severity (SASSI-3) did not 
mediate the relationship between PTSD symptom severity (PDS) and severity of criminal behavior for the 
current offense (OGS-C).  
Although participants who had low substance use severity also had less PTSD symptoms and 
committed less severe offenses, the hypothesis that substance use severity acted as a mediator was not 
supported. Thus, substance use severity does not account for the relationship between the severity of PTSD 
symptoms and severity of criminal behavior.
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Table 7 
Hierarchal Regression Analyses for Testing the Moderating Effect of SASSI-3 on the Relationship Between 
PDS and Felonies 
 
 
  
Model  Predictors B SE  β T Sig. VIF 
        
1  PDS -.024 .025 -.128 -0.94 .350 -.024 
        
 2 PDS -.037 .026 -.198 -1.42 .161 -.037 
 SASSI-3 -2.302 1.282 -.249 -1.80 .078 -2.302
        
3 PDS -.035 .026 -.190 -1.35 .184 -.035 
 SASSI-3 -1.856 1.700 -.201 -1.09 .280 -1.856
 PDS x SASSI-3 .040 .098 .072 0.40 .688 .040 
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Table 8 
Hierarchal Regression Analyses for Testing the Moderating Effect of SASSI-3 on the Relationship Between 
PDS and Felonies/Misdemeanors 
 
 
  
Model  Predictors B SE β T Sig. VIF 
        
1  PDS -.004 .013 -.043 -0.31 .757 -.004 
        
 2 PDS -.014 .013 -.144 -1.07 .290 -.014 
 SASSI-3 -1.728 .638 -.366 -2.71 .009 -1.728
        
3 PDS -.013 .013 -.136 -0.99 .326 -.013 
 SASSI-3 -1.472 .845 -.312 -1.74 .088 -1.472
 PDS x SASSI-3 .023 .049 .080 0.47 .643 .023 
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Table 9 
Regression Analyses for Testing the Mediating Effect of SASSI-3 on the Relationship Between PDS and 
Highest Offense Gravity Score for Past and Present Offenses (OGS-P) 
 
 
  
 Criterion Predictors B SE β T Sig. Exp (B) Wald 
         
Equation 1         
 SASSI-3 PDS -0.05 .028 -- -- .055 .947 3.69 
Equation 2         
 OGS-P PDS -.001 .009 -.018 -0.13 .898 -- -- 
Equation 3         
 OGS-P PDS -.009 .009 -.130 -0.98 .334 -- -- 
  SASSI -1.325 .437 -.403 -3.03 .004 -- -- 
 
 
Note. Because SASSI-3 is a dichotomous variable (High vs. Low), logistic regression was conducted for 
equation 1.
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Table 10 
Regression Analyses for Testing the Mediating Effect of SASSI-3 on the Relationship Between PDS and 
Highest Offense Gravity Score for Current Offense (OGS-C) 
 
 
  
 Criterion Predictors B SE β T Sig. Exp (B) Wald
         
Equation 1         
 SASSI-3 PDS -0.05 .028 -- -- .055 .947 3.69 
Equation 2         
 OGS- C PDS -.009 .006 -.214 -1.59 .117 -- -- 
Equation 3         
 OGS-C PDS -.011 .006 -.256 -1.84 .072 -- -- 
  SASSI -.316 .286 -.154 -1.10 .275 -- -- 
 
 
Note. Because SASSI-3 is a dichotomous variable (High vs. Low), logistic regression was conducted for 
equation 1.
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Does SUD Severity Moderate the Relationship Between PTSD Severity and the Most Severe Offense 
Across All Convictions? 
 Moderation analyses were used to determine if substance use severity (SASSI-3) moderates the 
relationship between PTSD severity (PDS) and OGS- P. The analysis was conducted using hierarchical 
regression with three distinct steps: the main effect of the predictor variable was entered into the first block, 
the main effect of the influencing variable was entered into the second block and the interaction term was 
entered into the third block. PDS and SASSI-3 were centered—the mean was subtracted from each score—
to adjust for multicollinearity; centered scores were used for the analysis.  The interaction term—PDS 
multiplied by SASSI-3—was also calculated using centered scores.  A hierarchal multiple regression was 
conducted where PDS was entered into the first regression block, SASSI-3 was entered into the second 
regression block, and the interaction of PDS and SASSI-3 was entered into the third block.    
 The first regression model was not significant, F (1, 53) = 0.02, p = .898, ns; and PDS predicted 
none (0.0%) of the variance in OGS-P.  The second regression model was significant, F (2, 52) = 4.61, p < 
.05; and PDS and SASSI-3 predicted an additional 15.0% of the variance in OGS-P.  The third regression 
model was also significant, F (3, 51) = 3.01, p < .05 and PDS, SASSI-3, and the PDS/SASSI-3 interaction 
term predicted no (0.0%) additional variance in OGS-P.   
Beta coefficients are presented in Table 11. The non-significant interaction term (β = .01, p= .973, 
ns) in model three suggests that substance use severity (SASSI-3) did not moderate the relationship 
between PTSD symptom severity (PDS) and severity of criminal behavior for past and present offenses 
(OGS-P). 
Does SUD Severity Moderate the Relationship Between PTSD Severity and the Severity of the 
Current Offense? 
 Moderation analyses were also used to determine if substance use severity (SASSI-3) moderates 
the relationship between PDS and OGS-C.  A hierarchal multiple regression was conducted where PDS 
was entered into the first regression block, SASSI-3 was entered into the second regression block, and the 
interaction of PDS and SASSI-3 was entered into the third block.    
 The first regression model was not significant, F (1, 53) = 2.54, p = .117, ns; and PDS predicted 
only 4.6% of the variance in OGS-C.  The second regression model was not significant, F (2, 52) = 1.89, p 
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= .162, ns; and PDS and SASSI-3 predicted an additional 2.2% of the variance in OGS-C.  The third 
regression model was also not significant, F (3, 51) = 1.23, p = .308, ns and PDS, SASSI-3, and the 
PDS/SASSI-3 interaction term predicted no (0.0%) additional variance in OGS-C.   
Beta coefficients are presented in Table 12, where examination of model three, the non-significant 
interaction term (β = -.01, p = .960, ns), suggests that substance use severity (SASSI-3) did not moderate 
the relationship between PTSD symptom severity (PDS) and severity of criminal behavior for the current 
offense (OGS-C). 
Although participants who had low substance use severity also had less PTSD symptoms and 
committed less severe offenses, the hypothesis that substance use severity acted as a moderator was not 
supported. Thus, substance use severity does not affect the strength of the relationship between the severity 
of PTSD symptoms and severity of criminal behavior. 
 In conclusion, the results of this study supported the fist-order hypothesis that there was a 
relationship among the variables. As participants’ PTSD symptoms increased in severity so did their level 
of psychological distress. As participants’ level of substance use severity decreased so did their level of 
PTSD severity as well as their frequency and severity of criminal behavior. The results did not support the 
second-order hypotheses. Substance use severity did not mediate or moderate the relationship between 
PTSD severity and the frequency of criminal behavior. Substance use severity did not mediate or moderate 
the relationship between PTSD severity and the severity of criminal behavior.
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Table 11 
Hierarchal Regression Analyses for Testing the Moderating Effect of SASSI-3 on the Relationship Between 
PDS and Highest Offense Gravity Score for Past and Present Offense (OGS-P) 
 
 
  
Model  Predictors B SE β T Sig. VIF 
        
1  PDS -.001 .009 -.018 -0.13 .898 -.001 
        
 2 PDS -.009 .009 -.130 -0.98 .334 -.009 
 SASSI-3 -1.33 .437 -.403 -3.03 .004 -1.325
        
3 PDS -.009 .009 -.129 -0.95 .345 -.009 
 SASSI-3 -1.31 .581 -.399 -2.26 .028 -1.312
 PDS x SASS-3 .001 .034 .006 0.03 .973 .001 
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Table 12 
Hierarchal Regression Analyses for Testing the Moderating Effect of SASSI on the Relationship between 
PDS and Highest Offense Gravity Score for Current Offense (OGS-C) 
 
  
  
Model  Predictors B SE β T Sig. VIF 
        
1  PDS -.009 .006 -.214 -1.59 .117 -.009
        
 2 PDS -.011 .006 -.256 -1.84 .072 -.011
 SASSI-3 -.316 .286 -.154 -1.10 .275 -.316
        
3 PDS -.011 .006 -.257 -1.81 .076 -.011
 SASSI-3 -.328 .380 -.160 -0.86 .392 -.328
 PDS x SASSI-3 -.001 .022 -.009 -0.05 .960 -.001
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8. Discussion 
  This study was the first of its kind to investigate the role of SUD symptom severity in the 
relationship between PTSD symptom severity and the criminal behavior patterns of female offenders. Five 
key findings emerged from the results. First, the demographic characteristics of the participants were 
consistent with previous research on female offenders. Participants of this study were predominately young, 
single mothers, who had limited education and were unemployed prior to incarceration. The majority of 
participants reported cocaine-based substances as their drug of choice. In addition, most reported a history 
of victimization. Second, substance use severity did not function as a mediator or moderator of the 
relationship between PTSD symptom severity and the frequency or severity of crime. Third, there were 
significant correlations among PTSD symptom severity, SUD symptom severity, psychological distress, as 
well as frequency and severity of criminal behavior. Fourth, the prevalence rates of PTSD 
symptomotology, SUD symptomotology, and psychological distress were very high. Fifth, the women in 
this study reported some involvement with treatment for mental health and/or substance abuse, but only a 
small proportion reported treatment for the comorbid issues of substance use and trauma. It is important to 
note that the results should be interpreted in light of the study’s limitations. The key findings, however, 
have important implications for the development of targeted assessment and treatment for female offenders.  
8.1 Substance Use Severity as Mediator or Moderator of the Relationship Between PTSD Symptom 
Severity and Criminal Behavior 
 The results of this study indicate that substance use severity did not function as a mediator or 
moderator of the relationship between PTSD symptom severity and the frequency and severity of criminal 
behavior. However, the results should be interpreted cautiously, as there may be significant methodological 
limitations in how the frequency and severity of crime were measured.    
 Frequency of criminal behavior was measured in two ways: the total number of felony 
convictions, and the total number of felony plus misdemeanor convictions. The severity of criminal 
behavior was also measured in two ways: the highest Offense Gravity Score across all convictions, and the 
Offense Gravity Score assigned to the current offense. The main limitations of this study may have been 
these methods of classifying criminal behavior.  First, identifying the number of felonies and misdemeanors 
may not be reflective of the severity of criminal activity because of plea bargaining. For example, an 
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individual may have committed several misdemeanors which were pled down to one misdemeanor. Also, 
an individual whose crime may have been a felony offense which was reduced to a misdemeanor through a 
plea bargain would consequently lower the Offense Gravity Score. Very few cases are brought to trial 
where a jury determines if an individual is guilty of a particular offense. Approximately 95% of the cases in 
Berks County are plea bargained, with the exception of capital cases, which are rarely reduced (Berks 
County Department of Probation and Parole, personal communication, August 24, 2006). Thus, if an 
individual is arrested and charged with several felonies, what they are actually convicted of may be graded 
only as a misdemeanor. These factors ultimately affect the Offense Gravity Score assigned to the convicted 
offense. A second limitation is that this study did not report offenses for which participants were not 
charged. In addition, this study did not report the offenses in which individuals were caught by authorities 
but the charges were ultimately dismissed for various reasons.   
 Alternative approaches to the measurement of individual offending patterns have been suggested 
in the literature. These methods include official crime records, self-reports of criminal behavior, reports of 
personal victimization, direct observations of the crime, and informant reports. The most viable alternatives 
to measuring criminal behavior however, were official records in conjunction with self-reports 
(Greenwood, 1979, as cited in Weis, 1986; Weis, 1986; Thornberry & Krohn, 2003). Using these methods 
could provide a more descriptive account of the offense, personal involvement of the offender, the 
circumstances leading up to the offense, and how the offense was processed through the criminal justice 
system. Thus, future studies may consider these alternative methods of assessing criminal behavior 
patterns.  
 Although SUD symptom severity was not found to serve as a mediator or moderator, this study 
did find relationships among the variables of PTSD symptom severity, SUD symptom severity, 
psychological distress, and the frequency and severity of criminal behavior. First, a relatively high 
correlation was found between PTSD symptom severity and the level of psychological distress. 
Specifically, as PTSD symptom severity increased psychological distress also increased in severity. 
Second, the participants who had low SUD symptom severity also had less severe PTSD symptomotology. 
Third, as PTSD and SUD symptom severity decreased, so did the frequency of felonies and misdemeanors 
as well as the level of severity of criminal behavior across all offenses. Conceptually, these correlations 
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suggest that the majority of women offenders in this sample who report moderate to severe PTSD 
symptoms are at a greater risk for substance dependence and higher rates of overall psychological distress. 
 The correlations found in this study, as well as those found in previous studies that examined the 
prevalence of victimization, substance use, PTSD, and related psychopathology in female offenders 
underscore that there is a relationship among these variables. It also appears to support the need for 
improving assessment and treatment strategies for this population.  
8.2 Alternatives to Self-Medication Hypothesis  
 The present study assumed that the self-medication hypothesis explained the relationship among 
traumatic exposure, PTSD, SUDs, and criminal behavior. This assumption was based on previous studies 
that examined the functional pathways of these variables (Chilcoat & Breslau, 1998; McClellan et al., 
1997; Stewart et al. 1998; Inciardi, Lockwood, & Pottieger, 1993). Previous research has supported the 
self-medication hypothesis, indicating that survivors of traumatic experiences use drugs or alcohol to treat 
the symptoms of PTSD, which leads to substance dependence and ultimately criminal involvement. 
However, there are other plausible explanations for this relationship. First, substance intoxication may 
increase the likelihood of exposure to traumatic events, increasing the risk for PTSD development among 
habitual substance abusers. Second, substance abuse may increase susceptibility to the development of 
PTSD. Substances could increase anxiety and arousal levels contributing to a hyperarousal state. 
Individuals experiencing increased anxiety or arousal would be more vulnerable to PTSD if exposed to a 
traumatic event. Third, if the individual has PTSD, substance abuse could actually exacerbate or prolong 
PTSD symptomotology. Fourth, individuals with PTSD may misinterpret substance withdrawal symptoms 
as signs of anxiety. These symptoms could serve as reminders of the trauma which then increases arousal, 
and potentially lead to continued substance use (Stewart et al., 1998). 
 Involvement in criminal activity may occur at any point in the preceding pathways. Women 
substance abusers may commit drug-related offenses to support their addiction, putting them at increased 
risk for victimization and thus increasing risk for PTSD symptomotology. Women also may resort to 
criminal activity such as drug trafficking for financial gain, leading to increased risk of substance abuse 
and/or victimization. Yet another scenario is that women who have been victimized may become involved 
in prostitution as a form of trauma reenactment. This behavior may result in exposure to substances, thus 
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increasing the likelihood of addiction and further criminal activity to support their addiction.  A final 
possibility is that many of the women come from disordered backgrounds such as family history of 
addiction, criminal involvement, and exposure to violence. Hence, the women’s own involvement in the 
criminal justice system may be related to the influences of their developmental background.  
 Although the self-medication hypothesis can not be established as the explanation for the 
relationship among PTSD, SUD, and criminal behavior, the results of this study may lend support to 
previous studies that have investigated this hypothesis. Browne and Finkelhor (1986) concluded that the 
long-term effects of trauma experienced by women increased the likelihood that they would manifest 
depression, self-destructive behavior, anxiety, feelings of isolation, poor self-esteem, a tendency toward 
revictimization, and substance abuse. Widom and Ireland (1994) reported that depression and a history of 
maltreatment increased women’s vulnerability toward substance abuse, thus increasing the possibility that 
substance use could serve as a coping mechanism to alleviate depression, to reduce feelings of isolation, 
and to enhance self-esteem. Inciardi, Lockwood, and Pottieger (1993) found that men were more likely to 
use drugs for pleasure or a response to peer pressure whereas women are more likely to use drugs for self-
medication. McClellan, Farabee, and Crouch (1997) investigated the self-medication hypothesis and found 
that childhood victimization experienced by women offenders was strongly associated with depression and 
substance dependence, and that the severity of substance use was a strong predictor of female criminal 
behavior. 
 The majority of women in this study reported moderate to severe PTSD symptomotology, marked 
degrees of psychological distress, and addiction to cocaine-based substances. Nearly all also reported 
feelings of depression and loneliness during the interview process. Cocaine and crack-cocaine help one to 
overcome fatigue and symptoms associated with depression as well as lead to increased feelings of 
assertiveness, self-esteem, and frustration tolerance, (Khantzian, 1985). Thus, it is possible the women were 
using those substances to “medicate” or alleviate specific types of symptoms, mainly depression. Further 
research is needed to explore this relationship, however. 
8.3 Prevalence of PTSD Symptoms, SUD Symptoms, and Psychological Distress: Implications for 
Assessment  
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 A major finding of this study was the prevalence rates of PTSD and SUD symptomotology in this 
relatively small sample of women offenders compared to the prevalence rates of the PTSD and SUD 
diagnoses reported in previous research. According to the literature, the prevalence of a SUD, the most 
common disorder among women offenders, was approximately 70% (Teplin et al., 1996; Jordan et al., 
1996) and PTSD prevalence rates ranged from 33.5% for current PTSD (Teplin et al., 1996) to 68% for 
current or lifetime PTSD (Zlotnick, 1997).  The results of this study reported that 88% of the participants 
had current PTSD symptoms, with 35% in the moderate to severe range of severity and 40% in the severe 
range. In terms of SUD severity 89% of the participants reported symptoms in the high severity category. 
The rates reported in the present study appeared to exceed those reported in the literature.  
 Although this study was not an epidemiologic study, the PTSD prevalence rate found in this 
sample of women offenders seems to suggest that assessing for PTSD symptom severity, or partial PTSD, 
rather than full PTSD may be a more accurate representation of the prevalence rate for this disorder. Stein 
et al. (1997) estimated that the prevalence rate for full PTSD in women was 2.7% and 3.4% for partial 
PTSD. Although individuals with partial PTSD are less impaired than those with the full disorder, they 
nonetheless exhibit clinically meaningful levels of functional impairment in association with their 
symptoms. Therefore, considering partial PTSD, or PTSD symptom severity, may have implications for 
how well traumatized individuals function socially, personally, and occupationally.  Further support for 
assessing posttraumatic symptoms rather than the formal disorder is that women offenders, who received 
another diagnosis such as major depression, borderline personality disorder, or other anxiety disorders, may 
in reality be experiencing trauma related symptoms that are unrecognized.   
 This study also found that there was a high positive correlation between PTSD symptom severity 
and level of psychological distress. This finding seems to suggest that women offenders may be 
experiencing a marked degree of emotional impairment above and beyond that which was assessed by 
looking at only PTSD symptomotology. Previous research has established that women offenders with past 
or current PTSD have a greater likelihood of comorbid current major depression, borderline personality 
disorder, as well as lifetime substance use before incarceration (Zlotnick, 1997). Moreover, Bryer et al. 
(1987) as cited in Herman (1997) reported that women with histories of victimization have significantly 
higher scores of distress on standardized measures of somatization, depression, general anxiety, phobic 
 88
anxiety, interpersonal sensitivity, paranoia, and psychoticism. Briere (1988) reported that individuals with a 
history of childhood abuse display significantly more insomnia, sexual dysfunction, dissociation, anger, 
suicidality, self-mutilation, drug addiction, and alcoholism than other patients. The present study found that 
the majority of participants had a history of trauma, and that their PTSD symptoms increased with their 
level of distress. Thus, it appears that measuring overall symptom severity including, the specific symptom 
clusters of PTSD and psychological distress, would provide a better understanding of how past trauma 
affects the psychological and behavioral functioning of women offenders. Assessing symptom severity may 
be more clinically useful in terms of developing targeted interventions, comprehensive treatment, or 
rehabilitation programs within the prison setting.  
 8.4 Prior Treatment Involvement: Implications for Dual Diagnosis Treatment 
 A striking finding of this study was the level of involvement in substance abuse, mental health, 
and dual diagnosis treatment by the participants. Although less than one-third of the sample received dual 
diagnosis treatment, more than half of the women reported prior substance abuse and/or mental health 
treatment including the use of psychotropic medication. Despite high rates of previous treatment more than 
three-quarters of the sample had a current disorder.  Although most received treatment, it is unknown why 
they continued to exhibit fairly serious mental health and substance abuse problems while continuing to 
engage in activities that led to arrest and incarceration. One hypothesis suggested by the high prevalence 
rate of exposure to trauma among the offenders is that their severe symptomotology may be trauma related, 
and previous treatment may not have addressed traumatic experiences. A second hypothesis is that in 
addition to having mental health and substance use problems, many of the women came from unstable 
environments, lacked support systems, were unemployed, and may have lacked adequate coping skills. 
Consequently, the treatment received may have been of limited benefit if the women returned to the 
environment in which their problems developed, or if the treatment was of limited duration or poor quality. 
Additionally, the women may not have adhered to treatment or may have dropped out, or they may have 
been unable to afford medications that were prescribed. This study did not obtain data on the duration, 
quality, and compliance level of treatment.   
 The results of this study have important implications for the treatment needs of female offenders. 
As indicated, only a small proportion of the sample received dual diagnosis treatment. It is unknown 
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whether the dual diagnosis treatment focused on the women’s victimization history, PTSD 
symptomotology, and substance-related issues. Not only did this study find a high proportion of severe 
PTSD symptomotology and high substance use severity, it found a significant relationship between those 
variables. Therefore, this study suggests treatment efforts may need to focus specifically on this 
relationship.  
 According to the literature, there are only a few completed treatment studies and no empirically 
validated treatments that address comorbid SUD and PTSD in the population of women offenders. Most 
prison treatment programs are designed for male inmates with substance abuse problems and do not address 
trauma-related issues or the specific needs of women (Henderson, 1998, Peters et al., 1997). Treatment 
services that are focused on PTSD symptomotology in the prison systems improve women’s psychological 
and behavioral adjustment both prior to and following their release into the community (Browne et al. 
1999). Canestrini (1994) as cited in Browne et al. (1999) indicated that victimized women offenders who 
participated in a trauma-focused treatment program in prison were half as likely to be convicted of a 
subsequent crime compared to those who did not participate in such treatment. Ouimette et al. (1998) 
reported several studies that consistently indicated that PTSD renders substance abuse patients to be at a 
higher risk for poor outcomes. The findings suggested that the negative consequences of comorbid PTSD 
diagnosis, such as maladaptive coping skills and psychological distress, are greater than the effects of other 
psychiatric diagnoses. These effects intensify over time and encompass substance use, psychological and 
psychosocial areas of functioning (Ouimette et al., 1998).       
 Thus, the results of the present study seem to underscore the findings of previous studies which 
emphasize that an understanding of how trauma and substance use affects the functioning of women 
offenders is important so that comprehensive treatment and/or rehabilitation programs for this population 
can be developed. 
8.5 Limitations of the Study and Directions for Future Research 
 There are several limitations of this study other than the method by which the frequency and 
severity of criminal behavior was measured. First, the sample size was relatively small, which affects 
statistical power. This study included all eligible women in the prison who agreed to participate. However, 
the sample size of 55 was small, which may have limited the statistical power to detect significance 
 90
differences.  Second, the sample may not have been representative of the population of female offenders 
because the participants recruited for this study were only from a prison in one county. Therefore, it is 
possible that women in state and federal prisons may have different criminal behavior patterns than those in 
the county prison setting. The county prison setting is predominately used as an initial detention center 
regardless of the charges and is used to house some inmates with a sentence of less than 2 years (i.e., 
prostitution, simple assault, possession of a controlled substance, summary offenses). State and federal 
inmates typically have longer sentences because most are convicted of more serious crimes such as armed 
robbery, murder, burglary, and possession with intent to deliver a controlled substance. Therefore, women 
in state and federal prisons would likely have a higher Offense Gravity Score. A third limitation was the 
age of the participants. The majority of women participating in this study were young. Older women would 
have more time and opportunities to engage in criminal behavior which that consequently increase the 
frequency of crime. Thus, future research should use a larger sample to include all ages of women 
offenders from local prisons as well as state and federal institutions. This study was further limited in 
regard to the method of assessment. All information provided by the participants in terms of level of 
psychological distress, PTSD symptom severity, and SUD symptom severity was self-report. Thus, the data 
provided were subject to over or under-reporting. Response bias is a possible limitation as the participants 
may have approached the assessment items in a faking, exaggerating, or malingering manner. Therefore, it 
is possible that the participants appeared more (or less) psychologically distressed then they actually were. 
The stressors associated with being incarcerated may have contributed to the elevated responses for PTSD 
symptom severity and the level of psychological distress. A strength of this study however, was the timing 
of the assessment of PTSD and SUD symptomotology. A major concern in the assessment process of 
comorbid PTSD and SUD is that any substance use by individuals may minimize or mask PTSD 
symptoms. The participants in this study were incarcerated, not under the influence of substances, and were 
not experiencing withdrawal symptoms that could have mirrored PTSD symptoms or potentially inflate 
PTSD severity estimates.  
 In terms of future directions, there are several recommendations for the advancement of research 
with female offenders. First, the present study should be replicated using different measures of frequency 
and severity of criminal behavior, using self-report as well as official records of criminal activity. Self-
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report of criminal activity in conjunction with official records should be considered since many crimes are 
not detected by authorities. The self-report assessment could include the number of arrests, the number of 
convictions, and the number as well as the length of incarcerations.  Second, future research should 
consider investigating what demographic variables differentiate women with trauma histories who commit 
crimes from women with trauma histories who do not. Third, longitudinal studies should be conducted to 
investigate the interrelationships and potential causal pathways among traumatic exposure, PTSD, stages of 
substance use, and the criminal behavior of women. Longitudinal studies would be important to investigate 
whether PTSD increases the likelihood of the transition from substance use to dependence in the population 
of women offenders. Moreover, retrospective longitudinal studies could assess for the temporal order in 
terms of when the traumatic events occurred, the first use of substances, when PTSD symptoms developed, 
and the point in time the women became involved in the criminal justice system.  Forth, other variables 
should be investigated that may serve as mediators or moderators in the relationship between PTSD and 
SUDs in female offenders. The presence of social support, level of affect dysregulation, and types of 
coping skills such as emotion-focused vs. problem-focused coping strategies are potential variables to 
consider. Finally, continued efforts should be made to consider the co-occurrence of PTSD and SUDs 
within treatment programs currently in the criminal justice system.    
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